




















; 


j Ne ada | JANUARY 1945 
, r nal. of cn: | Volume | Number | 


_ 


inical Psychology 

















sot Sha teas 


e3 


randon, Vt. 
ethods for Rapid Personality Evaluation. William B. Curtis, M.D., New 


Contents 


The Field of Clinical Psychology: Past, Present and Future. A Critical 
Survey in 1945. 


Series of Tasks for Dearborn Form Board No. 3. Grace H. Kent, Ph.D., 
Hathorne, Mass. a 


Clarification of Rorsehach Responses by the Graphic ! >rschach Method. 
Samuel Paster, Lt. Col., M. C. and Joseph R. Grassi, Ist LEt., A.G.D. 
Kennedy General Hospital, Memphis, Tenn. 


An Illustration of Non-Directive Psychotherapy. Virginia E. Madigan, 
Columbus, O. 


Directive Psychotherapy: I. Reassurance. Jean Stewart Andrews, 


: Haven, Conn., and Frederick C. Thorne, M.D., Universitysof Vermont. 


For ee 
De isatahenmuedies-? tasers seer aes 


4 
4 





General Review: Conscious and Non-Conscious Mental Functions. Elea- 
nor M. Chalfant, A.M., Brandon, Vt. 


Editorial Comment 

Letters to the Editors 

Book Reviews 

News of Clinical Psychology 




























Journal of CLINICAL PSYCHOLOGY 


E. .TORIAL BOARD 


FREDERICK C. THORNE, Editor 
Medical College, University of Vermont 


SAMUEL J. BEcK Compr. C. M. LoutTIT, vu. s. N. R. 
Michael Reese Hospital, Chicago University of Indiana (on leave) 


NorMAN A. CAMERON CarL R. ROGERS 
University of Wisconsin Ohio State University 


SAMUEL W. HAMILTON Rosert R. SEARS 
United States Public Health Service University of Iowa 


(Because of world conditions, it has not been possible to complete this board.—Ed.) 


The Journal of Clinical Psychology is an independent journal dedicated to the advancement 
of the clinical method in psychology. Although primarily a scientifically oriented professional 
journal limited to publication of original rese=rch reports and authoritative theoretical articles, it 
aims to foster the promotion and expansion of clinical psychology as an applied science. Special 
sections in each issue will be devoted to news, comments, and letters to the editors on matters 
pertinent to the profession. Communications and articles submitted for publication are welcome 
and should be addressed to the Editorial Office, Medical College Building, University of Vermont, 
Burlington, Vermont. 


GENERAL INFORMATION 


ORIGINAL ARTICLES are published only with the understanding that they are contributed 
exclusively to the Journal of Clinical Psychology. The publishers are not responsible for state- 
ments made or opinions expressed by contributors in articles printed in these columns. 


MANUSCRIPTS must be typewritten, double-spaced with good margins, on one side of the 
paper only. The publishers will not be responsible for manuscripts lost in the mails or through 
unavoidable accident. Retain a carbon copy after sending the original to the editor. It is requested 
that all articles be as brief as consistent with clarity. All manuscripts are subject to editorial 
modification. ; 


THE STYLE of all manuscripts including bibliographies must be in accordance with the instruc- 
tions given in: Anderson, J. E., and Valentine, W.L. The preparation of articles for publication 
in the journals of the American Psychological Association. Psychol. Bull., 1944, 41, 345-376. 
References should be arranged alphabetically according to the directions given above. Full address 
of the author should appear somewhere in the article, preferably at the end. 


CUTS for illustrations, drawings and charts will be supplied without charge in moderate num- 
ber but special arrangement must be made with the publisher for excess illustrations and elaborate 
tables. Unnecessary repetitions of graphic and tabular material should be avoided. Copy for 
illustrations cannot be accepted unless properly prepared for reproduction. Drawings and graphs 
should be made with black ink on plain white drawing paper. Photographs for halftone reproduc- 
tion should be glossy prints. Write the number of each illustration, drawing or table on the back 
thereof together with the author’s name and abbreviated title of the paper. Author’s corrections, 
additions or deletions will be charged back on a time basis at the rate of $2.50 per hour. Redraw- 
ing or preparing illustrations to make them suitable for publicatio.. will also be charged to the 
author. 


REPRINTS are furnished on order only and must be requested on the order blank provided 
when galley proofs are returned. Change of address notices should be sent one month before 


moving and should include old and new addresses. Undelivered copies will be remailed only at 
subscribers’ expense. 


The Journal of Clinical Psychology is published quarterly, appearing in January, April, July 
and October, at the Free Press Printing Company, 187 College Street, Burlington, Vermont, by 
Frederick C. Thorne, M.D. Subscription price $4.00; Canadian subscriptions $4.50; foreign sub- 
scriptions $5.00 including postage; single copies $1.25. Application for entry as second class 
matter at Burlington, Vermont, Post Office pending. Editorial and Business Offices, Medical 
College Building, University of Vermont, Burlington, Vermont. 















JOURNAL OF 
CLINICAL PSYCHOLOGY 








Vot. I 





January 1945 


No. 1 















Never before in history have the 
applications of psychological science 
been in such demand as in a war-torn 
world. Within 25 years, two major 
world wars have provided a stimulus to 
growth which has lifted our science 
) rapidly from its infancy to relative 
| maturity. World War I witnessed the 
) introduction of the first mass applica- 

tions of clinical psychology, particularly 
} psychometrics. World War II has 
} raised psychiatry, and to a lesser degree 
® psychology, to the status of major ap- 
® plied sciences accepted without reserva- 
® tion by the older “pure” sciences. The 
challenge of the future is revealed in 
@ the analysis of Selective Service rejec- 
tion rates (6) which suggest that over 
§ 35% of the young adult male popula- 
@tion have neuropsychiatric defects 
serious enough to cause rejection for 
military service. The vast importance 
of psychology in all its applications has 
been driven home to the general public 
§ which looks to our science for much of 
its hope for a better world of tomorrow. 
Increasingly vociferous demands are 
being heard from all quarters for a 
rapprochement of all the psychological 
sciences to cooperate harmoniously in 
a unified attack upon the problems of 
@healthy human living. The psycho- 
logical sciences must close up their 
ranks and function in unison if they 
























































THE FIELD OF CLINICAL PSYCHOLOGY 


PAST, PRESENT AND FUTURE 


are to retain public confidence and ful- 
fill their obligations to a world which 
needs guidance more than ever before. 

Clinical psychology has recognized 
and accepted the challenge. The 1944 
convention of the American Psycho- 
logical Association revealed an interest 
and sensitivity to clinical problems 
which is in direct contrast with former 
indifference to applied science. A spon- 
taneous arousal of interest is occurring 
everywhere in psychology in relation 
to problems of clinical training, clinical 
services and research. The challenge of 
the future is such that much must be 
done in a short time if clinical psy- 
chology is to capitalize upon its oppor- 
tunities and fulfill its obligations. 
Perhaps in no other science is there such 
a dearth of trained personnel in relation 
to the magnitude of the practical prob- 
lems confronting us. Imaginative and 
aggressive leadership is urgently needed 
to develop the professional organization 
and trained personnel which must be 
made available if psychological services 
are to be provided for all who are in 
need of them. Socialization of medical 
care seems imminent and it does not 
seem unwise to predict that psycho- 
logical and psychiatric services will also 
be made available to all, irrespective of 
ability to pay. The field of clinical 
psychology seems long overdue for a 
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period of intensive scientific expansion 
which will enable us to really deliver 
services commensurate in value with 
that which is needed of us. 

It is regrettable that clinical psychol- 
ogy has not yet received private or 
public sponsorship for the development 
of its program comparable to the sub- 
sidy granted by Mr. Bernard M. Baruch 
for the study of the broad field of phys- 
ical medicine in the case of the sick. 
The report of the Baruch Committee on 
Physical Medicine (8) might well serve 
as an example concerning what might 
be done in planning for the inevitable 
expansion of clinical psychology. In 
the absence of any formal report com- 
parable to that of the Baruch commit- 
tee, this survey of clinical psychology 
in 1945 is intended to emphasize some 
of the more important problems which 
need immediate consideration if the 
future of clinical psychology is to live 
up to its promise. 


THe CLINICAL METHOD AS APPLIED 
TO PsYCHOLOGY 


The evolution of methods of diag- 
nosis and treatment in medicine has 
been characterized by the gradual ac- 
cumulation over many centuries of a 
large body of objectively recorded 
observations. In the hands of the ade- 
quately trained modern physician the 
methods of physical diagnosis have 
attained a high degree of objectivity 
and yield clinical data which can be 
consistently reproduced by other trained 
observers. It is not by chance that the 
expert diagnostician perceives signifi- 
cant data which the layman ignores 
entirely or senses only intuitively. Suc- 
cessive generations of students are 
rigorously drilled in the use of proven 
methods which have largely been kept 
secret from the general public by the 


complexity of vocabulary with which 
they are described. By the time a stu- 
dent has completed the regulation four- 
year course of medical studies followed 
by one to seven years of postgraduate 
intern and resident training he has 
acquired proficiency in the application 
of clinical methods. 

In contrast with the development of 
medical science, in which clinical em- 
piricism has always played a large role, 
American psychology has always been 
dominated by an experimentalism in- 
terested more in the discovery of gen- 
eral laws rather than the study of in- 
dividual cases. American psychology 
has been a laboratory rather than a 
clinical science and there have been 
relatively few attempts to develop a 
science of psychological diagnosis and 
therapy based on intensive study of case 
material. American psychology is al- 
most totally lacking in established train- 
ing facilities where a student could 
present himself for intensive courses in 


clinical psychology comparable to grad- — 


uate training in medicine. Organized 
training facilities in clinical psychology 
are today almost exclusively limited to 
psychometrics. The basic methods of 
psychological diagnosis are largely un- 
known even to professional psycholo- 
gists engaged in teaching abnormal psy- 
chology and mental hygiene. The num- 
ber of psychologists who have had inten- 


sive clinical experience with all types of | 


personality disorders is relatively small 
and too often these competent persons 


are not in responsible teaching positions. — 
It is urgent that training centers in — 


clinical psychology be quickly estab- 


lished where students could have the © 


direct contacts with clinical materials 
of ail types which is the essence of ade- 
quate training in the use of clinical 
methods. 





Here again the example of — 
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} modern medical education might well be 
§ heeded since the improvements in med- 
4} ical education following the Flexner 


reports seem comparable to the needs of 
graduate training in clinical psychology. 

There has existed in American psy- 
chology some misunderstanding and 


} suspicion concerning the scientific va- 


lidity of the clinical method. Encum- 
bered by the traditional requirements 
for the doctorate in philosophy, univer- 


sity faculties in psychology have rigor- 
} ously limited their highest degrees to 
) students majoring in experimental psy- 


chology or statistics. Although courses 
in clinical psychology have been avail- 
able by popular demand in most grad- 


uate departments for over 25 years, it 
jis only in the last decade that intensive 
‘clinical training programs have been or- 


ganized. The intern training program 
of the New York state hospital system 


Fis only ten years old and comparable 


in most 
Psychologists are just begin- 
ing to accumulate the extensive body 
f objective data and methods which 


programs are nonexistent 


as the heart of clinical science. 


CLINICAL PsycHOLocy IN 1944 


The field of clinical psychology may 


We delineated either by a job analysis of 


hat clinical psychologists actually do 


@r by a survey of those university 


ourses which are considered a part 
In actual 
practice there is a wide range of varia- 
ion between what clinical psychologists 
ight theoretically do and what they 
re actually doing. This disparity be- 

een potential and actual achievement 


: s related to the fact that we know more 


bout what needs to be done than how 
0 do it. A perusal of the bulletins of 
miversity departments of psychology 
ives the impression that the theoretical 





knowledge of clinical psychology is rela- 
tively complete but unfortunately much 
of our psychological information has 
not been translated into clinical accom- 
plishment. Clinical psychology remains 
to a large extent an academic subject 
with more psychologists working as 
professors than as practical clinicians 
in the field. 

Vocational Opportunities. An em- 
ployment survey (3) of professional 
psychologists in civilian service in Jan- 
uary 1944 reveals that 819 or about 
30% of civilian psychologists uncon- 
nected with the war effort are employed 
in the broad field of clinical psychology. 
Of this group, 363 are employed in 
schools and educational systems, 202 in 
guidance centers or clinics, 183 in hos- 
pitals and custodial institutions, and 80 
in penal and correctional institutions. 
These figures do not yield a comprehen- 
sive picture of the clinical activities of 
psychologists, since many psychom- 
etrists are not members of the Ameri- 
can Psychological Association and a 
considerable further number of psy- 
chologists engage in clinical work 
secondary to their primary vocation. 

A job analysis (4) of the activities 
of psychologists conducted by the Office 
of Psychological Personnel in 1944 re- 
veals that psychometrics is at present 
their most important function apart 
from academic teaching. Psychometrics 
is perhaps the one clinical activity 
which by universal agreement is placed 
exclusively in the domain of the psy- 
chologist. The psychometrist has come 
to be regarded as a technical expert in 
the field of tests and measurements and 
it is in this connection that his services 
are most widely salable. A few individ- 
ual psychologists have been successful 
in entering specialized fields such as 
institutional management, psychoanal- 
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ysis, child guidance and adult counsel- 
ling but these openings have been 
secured on the basis of individual ability 
rather than formal training in psychol- 
ogy. It is unfortunate that clinical psy- 
chologists have become identified as 
psychometric technicians, but such will 
be their status until by training and ex- 
perience they demonstrate ability to 
operate effectively in other areas. In 
view of the fact that the early mental 
hygiene and child guidance movements 
got their start in university psychology 
departments but later gravitated largely 
under the auspices of psychiatry, it may 
be concluded that psychologists have 
been lax in not defending and expand- 
ing their original potentialities for ex- 
tensive service to the public. 

Academic Training Resources. One 
of the best indices of what clinical psy- 
chology theoretically is today is avail- 
able in the tabulation of academic 
courses offered in graduate departments 
of psychology in a group of representa- 
tive universities. Evaluation of course 
contents provides not only a fairly exact 
delineation of the existing field of clin- 


ical psychology but also an outline of 
the curriculum considered essential in 
a cross-section of representative univer- 
sities for majoring in clinical psychol- 
ogy. Table 1 presents a tabulation of 
all courses offered or required for those 
majoring in clinical psychology in a 
representative group of 10 American 
universities. For convenience, courses 
with apparently equivalent 
matter have been grouped together 
under arbitrary course designations. 

It is not our purpose to make detailed 
comparisons of the training opportuni- 
ties in clinical psychology offered by the 
principal graduate departments of psy- 
chology but it may be stated that only a 
few offer a comprehensive curriculum 
of courses covering all branches of the 
specialty. A major defect of depart- 
mental organization in many universi- 
ties is that related courses are offered in 
departments of education, sociology, 
psychology and medical science with 
relatively little interdepartmental co- 
ordination of resources. The require- 
ments for advanced degrees in one 
department frequently preclude any ex- 


TaBLe 1. Tabulation of graduate courses in clinical psychology in 1944. 


Group I Group II 
General Orientation 
A. Basic Science 


Anatomy (Neurology) 


Biochemistry Developmental Psychology 
Pathology Preschool Child 
Physiology Psychology of Childhood 
Physics Adolescence 


Geriatric Psychology 
Psychology of Personality 
Psychology of Adjustment 


B. Psychological Science 


General Psychology 
Experimental Psychology 
Comparative Psychology 
Social Psychology 
History of Psychology 
Psychobiology (Animal) 


Psychopathology 


Mental Hygiene 


Personality Study 
A. Normal Personality 
Psychobiology (Human) 


B. Abnormal Personality 
Abnormal Psychology 


Elementary Psychiatry 


Group III 
Clinical Psychology 
A. Theory 
Introduction to Clinical Psychology 
Advanced Clinical Psychology 
Psychometrics 
Statistics in Psychology 
Exceptional Children 
Mental Deficiency 
Problem and Delinquent Children 
The Physically Handicapped 
Psychotherapy 
Guidance and Counselling 
Play Therapy 
Psychoanalysis 


B. Practicum 


Psychometrics 
Psychotherapy 

Guidance and Counselling 
Projective Techniques 
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tensive shopping around on the part 
of the student to secure an optimum 
selection of courses. This is particularly 
true for specialized courses in speech 
} pathology, remedial diagnosis and treat- 
) ment, child study and guidance which 
are frequently given in departments of 
educz.tion. 

. It is apparent that a graduate student 
who had faithfully completed the entire 
+ sequence of courses outlined in table 1 
would be admirably prepared for the 
profession of clinical psychologist. 
Such a training would be broad enough 
) to permit a clinical psychologist to en- 
} gage in many activities besides psy- 
* chometrics and would enhance his value 
to the community. 


THe Future or CLINICAL 
PsyCHOLOGY 


+ The future of clinical psychology is 
© intimately related to the development 
‘of psychiatry, education and other 
social sciences which concern themselves 
> with problems of human adjustment. 
Psychological problems are distributed 
Sin a continuum ranging from those 
which are universally recognized as psy- 
chiatric to those generally regarded as 
> falling in the domain of the psychologist 
Jor educator. Between the extremes of 
} problems which are purely psychiatric 
Jor psychologic, there lies a large border- 
line area in which either psychiatrists 
or psychologists might function effec- 
tively with adequate training and where 
@the exact organization of the situation 
@is a matter of expediency. 
@ Clinical Psychology and Medicine. 
An important consideration in the de- 
lineation of the field of clinical psychol- 
ogy is the intensive neuropsychiatric 
raining now included routinely in 
medical curricula and which will 
eventuate in generations of young 


physicians better trained than ever 
to deal with psychological problems. 
With the World War II rise of 
psychiatry to its position as a major 
clinical specialty, physicians are special- 
izing in all types of borderline activity 
such as child guidance, speech pathol- 
ogy, guidance and counselling activities. 
To an increasing degree, the physician 
of the future will be a psychological 
counsellor and guidance expert as he 
ministers to the needs of the total per- 
sonality. The advance of medicine into 
these psychological fields is an accom- 
plished fact and psychologists would be 
wise not to underestimate the clinical 
sagacity which the younger generation 
of physicians is acquiring. 

Clinical Psychology and Psychiatry. 
Plans for the development and expan- 
sion of clinical psychology must take 
into account the structure and organiza- 
tion of existing facilities particularly in 
psychiatry. Since World War I psy- 
chiatry has far outdistanced psychology 
in its domination of the clinical field and 
some areas of function are so definitely 
organized that psychologists can expect 
only to fit into existing patterns. Ad- 
ministrative control over mental hos- 
pitals, schools for mental defectives, 
homes for epileptics and other facilities 
for the diagnosis and treatment of men- 
tal diseases has definitely passed into the 
hands of psychiatrists under whom the 
psychologist must function in subor- 
dinate position. A less definite plan of 
organization exists in the child guidance 
field where occasional clinics continue to 
be administered by psychologists even 
though seriously challenged by the basic 
plan for clinic organization developed 
under the leadership of the National 
Committee for Mental Hygiene. As a 
larger supply of physicians trained in 
child psychiatry becomes available, it is 
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to be anticipated that the majority of 
clinics will be conducted under psy- 
chiatric auspices with psychologists 
operating in a subordinate role as tech- 
nicians. 

Clinical Psychology and Education. 
The rapid rise of interest in psycho- 
metrics and guidance activities among 
educators has resulted in the develop- 
ment of an educational psychology 
which overlaps clinical psychology in 
certain functions. The inevitable result 
of the sudden introduction of psycho- 
metrics and guidance activities into 
every school system is that these activi- 
ties have sometimes been taken over by 
improvised personnel which profes- 
sional psychologists would consider 
poorly trained. In comparison with 
recognized standards for training in 
clinical psychology, the short one year 
courses in tests and measurements 
offered by teacher training schools are 
completely inadequate, and _ similar 
comments are applicable to current 
training for the position of guidance 
counsellor. It has taken clinical psy- 
chology years to learn that adequate 
preparation must include intensive prac- 
tical work with clinical materials and 
that proficiency comes only after years 
of experience. There is an extreme need 
for personnel trained in both clinical 
psychology and education to carry on 
the testing and guidance programs of 
modern education. 

The development of intern training 
courses in clinical psychology by state 
mental hospital systems has no counter- 
part in state education departments and 
there are indications that the mental 
hospital systems are not prepared or 
inclined to participate in the training of 
large numbers of educational psychol- 
ogists. It seems highly desirable for 
intern training facilities to be estab- 


lished in educational systems to provide 
an ample supply of adequately trained 
psychometrists and guidance counsel- 
lors. Particularly in the fields of speech 
pathology, remedial diagnosis and treat- 
ment, rehabilitation and the specially 
handicapped is there an urgent need for 
clinical psychologists to secure adequate 
training whether they plan to specialize 
in psychiatric or educational work. 

The Borderline Area. It becomes 
obvious that between functions which 
are purely psychiatric, psychological or 
educational there lies a large borderline 
area in which adequately trained special- 
ists from any one of these professions 
could effectively operate. The field of 
mental hygiene and preventative psy- 
chology is too broad to be dominated by 
any one professional group. Although 
some consider it desirable for psychia- 
try to exert general supervisory control, 
much of the responsibility for carrying 
out the program must be delegated 
to psychologists, teachers, clergymen, 
social workers and other community 
leaders who are in a position to recog- 
nize and deal with incipient personality 
problems. Although extramural psy- 
chiatry has made great strides in out- 
patient practice, there is suggestive evi- 
dence that the public associates psychia- 
try with insanity and is unwilling to 
refer minor personality problems be- 
cause of the social stigma which might 
become attached. Professional men 
quickly become identified according to 
the nature of their practice in the minds 
of the general public and this operates 
to limit the effectiveness and scope of 
operations of psychiatrists. The desig- 
nation of psychologist or guidance 
counsellor is much more innocuous and 
does not imply that the client is physic- 
ally or mentally diseased. 

There is suggestive evidence that 
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medical training is not necessary or 
economic for effective functioning in 
the borderline area between psychiatry 
and psychology. First, there are not 
sufficient psychiatrists or physicians 
available to provide guidance for all 
those who are in need. Second, even 
if sufficient medically trained counsel- 
lors were available, it would be uneco- 
nomic to tie up those with advanced 
training in positions which could be 
effectively held at lower cost by those 


with lesser training. Thirdly, much of 
- counselling could be done most effec- 
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tively by trained teachers, clergymen or 
psychologists operating informally and 
giving counsel on the spot where it is 
needed. Finally, in such specialized 
fields as remedial diagnosis and teach- 
ing, the physician may not be as ade- 
quately trained as the clinical psychol- 
ogist in carrying out the specialized 
functions. 

Planning for the Future. Up to the 
present, clinical psychology has evolved 
in an informal haphazard manner. The 
present generation of clinical psychol- 
ogists show the widest possible varia- 


_ tions in training and experience because 


_ of the fact that each particular in- 
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dividual hewed his path through an 
uncharted forest, gaining whatever 
training and experience happened to be 
available in the particular situation in 
which he found himself. Only since 
1934 have there been formally organ- 
ized psychological internships where the 
novice had opportunity to practice psy- 
chometrics under expert supervision. 
Even today, insufficient training facili- 
ties are available for giving adequate 
instruction to large numbers of students 


planning to enter the field. 


It is obvious that the entire field of 


' clinical psychology should be surveyed 


and formally organized immediately. 





Psychologists have a professional obli- 
gation to make available their services 
to the general public on as large a 
scale as possible. If clinical psychology 
is to become a profession comparable to 
medicine or dentistry, it must achieve 
the same degree of professional organ- 
ization as have the other healing arts. 
Organized medicine and dentistry have 
evolved standardized patterns of train- 
ing, licensure, post-graduate education, 
ethics and professional standards which 
operate very effectively on the whole 
and which have achieved such public ac- 
ceptance that clinical psychologists 
might well consider their adoption. 
As in the case of other professions, the 
American Psychological Association 
would do well to provide aggressive 
imaginative leadership before the pro- 
fession finds its field preempted and 
regulated by external forces. Psychi- 
atric and educational expansion in the 
clinical field have been so much more 
rapid than psychological that there is 
some danger that psychology will be left 
at the barrier in the race to dominate 
the borderline area outlined above. It 
seems significant that the huge rehabili- 
tation program sponsored by the federal 
government has been turned over tc 
state education departments and that 
the huge social security program will be 
administered by public health and social 
security agencies. Although profes- 
sional psychologists are frequently as 
well trained and competent as the med- 
ical or educational administrators of 
these social security programs, they have 
had only occasional and individual suc- 
cess in becoming leaders in the work. 
To many it appears that the academic 
and experimental traditions of Ameri- 
can psychology have been the inhibiting 
factors which have impeded the devel- 
opment of an active and successful 
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applied science of clinical psychology. 
The classic requirements for the Ph.D. 
degree have required the doctoral candi- 
date to devote a major portion of his 
time to the experimental field and have 
directed interests away from applied 
fields. It is perhaps not widely enough 
recognized among academic psychol- 
ogists that the average student turns to 
psychology for practical knowledge con- 
cerning human personality and the con- 
ditions of everyday living. He is only 
secondarily interested in the laws of 
learning, perception, memory, etc., and 
if allowed to follow native interests 
would be more concerned with practical 
problems of motivation, impulsive life 
and personality. Both on undergrad- 
uate and graduate levels of the teaching 
of psychology it seems fair to state that 
students are not being taught what they 
have come to learn. American psychol- 
ogy has too often been preoccupied with 
the concept of science for its own sake 
regardless of practical applications. If 
psychology is to contribute its share to 
the solution of human problems we 
must face the fact that a science which 
nowhere relates itself to practical ap- 
plications is not worth its name. Too 
often the professors who have been the 
leaders of American psychology by 
virtue of university affiliation and so- 
ciety membership have been so preoccu- 
pied in establishing scientific respect- 
ability and maintaining standards for 
the Ph.D. degree that efforts to develop 
an applied science have been choked off. 
The result of this deplorable situation is 
that American psychology has only a 
handful of competent clinical specialists 
who still are unable to control : the 
authority and resources necessary for 
successful expansion of clinical psy- 
chology. 


CURRICULUM FOR TRAINING IN 
CLINICAL PsyCHOLOGY 


One of the most significant develop- 
ments in modern medical science is the 
concept that the human organism must 
be studied as a whole to reach the high- 
est understanding of personality. The 
development of psychosomati¢ medicine 
is a concrete example of increased med- 
ical awareness of the importance of 
regarding soma and psyche as a unified 
entity which can only be understood as 
a gestalt. Since humans are biological 
organisms it becomes of vital impor- 
tance that the clinical psychologist 
should have the intensive training in the 
biological sciences of anatomy, bio- 
chemistry, physiology and pathology 
which are now required in all of the 
healing arts even including chiropractics 
and osteopathy. Psychologists need to 
do more than give just lip service to 
such concepts as the study of the whole 
organism since it is only through ob- 
taining more or less complete mastery 
of related subjects that intimate knowl- 
edge of their significance is gained. 

Basic Science Courses. The concept 
of adequate training in basic science is 
the foundation of modern medical edu- 
cation. It is recognized that clinical 
proficiency is impossible without a 
thorough orientation in the basic bio- 
logical sciences and each candidate is 
required to demonstrate a working 
knowledge of these fields before he is 
granted a license to practice. Experience 
in the field of clinical psychology sug- 
gests that training in the basic biological 
sciences is as valuable as a thorough 
orientation in basic psychological 


science. Many clinical psychologists of 
the present generation are gravely 
handicapped by a lack of training in 
biological science which is now con- 
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- human beings. 
’ work in intimate contacts with psychia- 


- the clinical concepts in medicine. 
' ical psychologists might be required to 
’ take a series of orientation courses less 
- intensive than 
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sidered absolutely essential for anyone 
who professes to do clinical work with 
If psychologists are to 


trists and other medical personnel they 
must have the same basic training in 
oraer to be able to readily comprehend 
Clin- 


the regular medical 
courses and organized with special ref- 


» erence to the relation between each basic 
' science and personality development. 


In outlining a program of general 
orientation courses for the profession 


_ of clinical psychology it seems impor- 
‘tant to include (a) gross and micro- 


scopic anatomy and embryology, (b) 


biochemistry and physiology, and (c) 


gross and microscopic pathology. Each 
of these courses might be given a neuro- 
psychiatric orientation which would be 


’ of great value in relating the structure 
7’ and function of the human organism 
» to personality development. Other basic 


courses should relate more specifically 
‘to the science of psychology, including 
general psychology, history of psychol- 
ogy, experimental methods, social psy- 
‘chology, comparative psychology and 
‘statistics in psychology. This general 
Jorientation program might well consti- 
tute the work of the first year of 
‘} graduate training in clinical psychology 
Jand would cover the requirements for 
} granting the master’s degree in psychol- 
ogy. To those who. complain that this 
would be too heavy a program even 
though individual courses would be 


}considerably streamlined, let it be sug- 


gested that there is no reason why psy- 
¥ chology majors should not work as hard 
}as medical students. 





second graduate year should be devoted 


Theory of Clinical Psychology. The 





to intensive study of (a) the personality 
as a whole, its development and devia- 
tions, and (b) the basic methods of 
clinical psychology. Included in the 
study of normal personality should be 
courses in Meyerian psychobiology, de- 
velopmental psychology including geri- 
atrics, personality measurements and 
the psychology of everyday adjustment. 
The study of personality deviations 
might include abnormal psychology, 
psychopathology, elementary psychiatry 
including the theory of psychoanalysis, 
and mental hygiene. Lecture material 
in all of these courses should include 
intensive case studies as well as theo- 
retical foundations. Courses should be 
weighted according to relative import- 
ance and appropriate numbers of hours 
assigned accordingly. 

Specialized courses in elementary and 
advanced theory of clinical psychology 
might include psychometrics, projective 
techniques, psychotherapy including 
play therapy, guidance and counselling 
and perhaps electroencephalography. 
Each of these subjects should be related 
specifically to all types of exceptional 
children and adults with special ref- 
erence to mental deficiency and emo- 
tional instability. Since a relatively 
large number of cases referred to clin- 
ical psychologists involve mental defi- 
ciency and/or emotional instability, it is 
incomprehensible that greater attention 
has not been given these topics in exist- 
ing graduate curricula. 

Program of Clinical Teaching. Mod- 
ern medical education has shown a 
marked trend away from academic 
lecture work to empirical clinical teach- 
ing on the wards. Less than a genera- 
tion ago the four years of medical 
college were almost exclusively lecture 
work with the student rarely acquiring 
intimate clinical contacts until post- 
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graduate years. Today the student is 
introduced to clinical material in the 
first medical college year and by the 
junior and senior years all teaching is 
done by the bedside. After the com- 
pletion of a four year medical education 
and one to six years of intern and resi- 
dent training, the modern physician can 
call upon a breadth of clinical experience 
which fits him to deal with all but the 
most exceptional emergencies. It is 
difficult to see how clinical psychologists 
can expect to become competent without 
a similarly long period of intern train- 
ing under close supervision. Clinical 
proficiency cannot be obtained by any 
shortcuts which would be undesirable 
even if possible since wisdom comes 
only with maturity even in the intel- 
lectually gifted. It takes many years 
to make a competent physician and there 
is no reasor to believe that competency 
in clinical psychology is any more easily 
achieved. 

Although many hospitals and institu- 
tions have offered the resources at their 
disposal for the training of clinical psy- 
chologists, current training facilities are 
not completely adequate because there is 
lacking the good training and supervi- 
sion which would insure adequate cov- 
erage of the growing fund of scientific 
information. Not only should the stu- 
dent have intimate contacts with clinical 
materials under conditions of adequate 
supervision but there should also be 
organized participation in staff confer- 
ences, library conferences, research ac- 
tivities, scientific conventions and all the 
other training experiences which have 
become an accepted part of medical 
education. The clinical psychologist 
cannot afford to overlook anything 
which might increase his clinical effec- 
tiveness and place him on a more equal 


level with professional colleagues in 
other sciences. 

The third and fourth graduate years 
might well include intensive clinical ex- 
periences with all types of material in 
institutions and outpatient departments. 
Because of the more intimate and con- 
trolled contacts available in institutional 
situations, the third year should be 
spent in rotating institutional intern- 
ships offering contacts with mental dis- 
order, mental deficiency, epilepsy and 
related conditions. Presumably the 
major emphasis during this year would 
be placed on tests and measurements 
with special attention to developing an 
adequate professional manner and learn- 
ing to work with patients. It is impor- 
tant that the intern should receive a 
respectable salary and should be given 
real responsibility in the same way that 
the medical intern is an essential part of 
hospital procedure. Through intimate 
contacts with mental disease the intern 
receives a basic training in the mechan- 
isms of abnormal personality which are 
of great value in later contacts with 
normal personality. 

The fourth year might be spent as 
minor staff members or assistants in 
outpatient clinics dealing with problems 
of maladjustment rarely encountered in 
institutions. Here the student would 
gain practical experience under closely 
supervised conditions with behavior 
problems, mental retardation, remedial 
diagnosis and treatment, emotional in- 
stability, and the whole range of per- 
sonality deviations encountered in clinic 
practice. The student should be given 
opportunities to participate in all forms 
of psychotherapy including play ther- 
apy, guidance and counselling. He 


should be regarded as an integral part 
of the clinic staff and should learn to 
cooperate with all the other profes- 
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workers participating in the 


Doctorate in Clinical Psychology. It 


‘ts generally agreed that the profession 
‘of clinical psychology would be mate- 
‘rially advanced by granting an appro- 
‘priate degree upon completion of a 
‘course of studies. Current requirements 
‘for the Ph.D. degree make it difficult or 
‘impossible for the student to fulfill the 
requirements and at the same time gain 
‘Xcomprehensive clinical training. The 
‘emphasis on experimentalism which 


ow pervades academic psychology is 


ery valuable in its place but it should 


ot be allowed to interfere with the 


meeds of students who are preparing for 


a lifetime of clinical work. The oft- 


‘repeated statement that training in ex- 
“perimental science is the very best pos- 
‘sible background for any career has 


uch to commend it but it is undesira- 


Dle to carry it to such extremes that a 
‘student is prevented from gaining other 
Jand equally valuable educational ex- 
‘periences. 


It seems desirable for the student to 


‘De required to take an orientation course 
‘nm experimental methods and to demon- 
$trate proficiency in research but ideally 
This material might be related to clinical 


terest rather than requiring a disserta- 


hon in a completely unrelated field. The 
Palidity and objectivity of the clinical 


ethod in science has not always been 
ecognized by university faculties which 


Bave catered to popular demand by in- 


oducing courses in clinical psychology 


But have failed to organize an adequate 
Program of professional studies leading 
® a doctorate degree. 
@iternative proposals to the effect that 


A number of 


e clinical psychologist should be recog- 


Bized by special certificate or master’s 


egree are unsatisfactory for a number 


@f reasons. In the first place, the well- 





trained clinical psychologist deserves a 
doctor’s degree and should not be placed 
under the handicap of trying to compete 
professionally without the benefits of a 
recognized higher degree. Secondly, a 
four year training program as outlined 
deserves recognition by more than a 
master’s degree or certificate of confi- 
dence. Finally, the precedent has been 
established for granting higher degrees 
in the clinical professions of medicine, 
dentistry and optometry and there is no 
valid reason why a comparable degree 
should not be granted in clinical psy- 
chology. 

Adequate Training Facilities. There 
is an urgent need for a number of large 
universities to immediately recognize 
clinical psychology as one of the special- 
ized diagnostic and healing arts and to 
establish formal courses of training 
leading to advanced professional de- 
grees. The new professional schools of 
clinical psychology should not be organ- 
ized as minor sidelines of established 
psychology departments but will need 
to be constituted as independent units 
staffed by competent teachers and clini- 
cians qualified to administer the program 
aggressively and imaginatively. This 
recominendation concerning the inde- 
pendent status of the department of 
clinical psychology is made to obviate 
the temptation to staff the new program 
with academic psychologists who have 
not had broad clinical experience and 
whose knowledge of the field is limited 
to library research. One of the criti- 
cisms of existing facilities in clinical 
psychology is that the staff is too often 
recruited from existing members of a 
psychology department who need to 
teach a couple more courses to complete 
their teaching schedule. The staff mem- 
ber prospects around for a new special- 
ized field to conquer in the library and 


ere Nae ape ee ks rye 


12 PAST, PRESENT AND FUTURE 


the result is a new mess of psychological 
hash which has little value except as it 
enlarges the department’s course offer- 
ings and entices in a few extra dollars in 
income. It is unfortunately true that 
commercialism has occasionally raised 
its ugly head in graduate education be- 
cause of the necessity of subsidizing 
expensive graduate departments. There 
is no place for commercialism in pro- 
fessional education either by attempts to 
increase student enrollments or by les- 
sening departmental expenses by assign- 
ing additional courses to staff members 
unprepared to teach them. As in medi- 
cine and dentistry, it appears that a 
professional school of clinical psychol- 
ogy cannot be self-supporting and will 
require heavy subsidization for the ad- 
vancement of the science. It is to be 
hoped that those responsible for the 
establishment of faculties in clinical psy- 
chology will have the determination and 
fortitude to see that the program is car- 
ried on as it should be without domina- 
tion or interference by entrenched inter- 
ests in academic psychology who have 
heretofore resisted any encroachment 
upon their vested interests. 

The American Psychiatric Associa- 
tion has given careful study to problems 
of undergraduate and graduate psychia- 
tric education and has outlined princi- 
ples and policies which seem applicable 
to the situation of clinical psychology. 


These principles and recommendations - 


are incorporated in an authoritative 
book by Ebaugh and Rymer (1) on 
psychiatry in modern medical education. 

Selection of Professional Students. 
As in all other professions, it is antici- 
pated that the organization of a school 
of clinical psychology would serve as a 
stimulus for a rush of unqualified 
students into the profession. It is 
generally accepted among the older pro- 


fessions that prospective students 
should be carefully selected according 
to high standards of native ability, 
physical health, effective personality 
and a genuinely sincere desire to serve 
mankind according to the highest ideals 
of the profession. Scientific methods 
of student selection are an accepted 
part of medical education where in ad- 
dition to scholastic aptitude careful 
attention is given to personality and 
emotional stability with elimination of 
those candidates whose total person- 
ality does not fit them for a professional 
career. Although this fact is not gen- 
erally recognized outside medical col- 
leges, the attitude shown by the student 
is generally regarded as being as im- 
portant as scholastic aptitude, and 
students with unscientific or unethical 


‘attitudes are dismissed from their 


studies. 

At the time of the present survey it 
may be stated that few selective factors 
appear to be operative in determining 
the qualifications of the graduate stu- 
dent in psychology. Economic consid- 
erations being what they are in many 
large universities, almost any graduate 
of a recognized college can matriculate 
as a graduate student and by exerting 
sufficient time and only average dili- 
gence can secure the master’s or even 
the doctorate degree. After having 
secured one or more higher degrees, the 
would-be clinical psychologist is free to 
secure whatever practical experience he 
is lucky enough to obtain before estab- 
lishing himself as a clinician ready to 
conduct diagnostic and _ therapeutic 
activities. This informality in the 
selection and training of clinical psy- 
chologists may be a factor in inducing 
the critical attitudes directed toward 
them by professional! colleagues. For 
the protection of the public and the 
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profession as well, it seems inevitable 
that formal standards of selection of 
professional students in clinical psychol- 
ogy should be established and rigidly 
adhered to. 

A prime necessity is that clinical 
psychologists should themselves have 


mature, healthy personalities. Persons 
undertaking the responsiblities of coun- 
selling and guidance must also assume 
responsibility of being moderate and 
healthy themselves. Psychology and psy- 
chiatry are perhaps faced with special 
problems in that these fields seem particu- 
larly attractive to persons having person- 
ality problems of their own. Students 
with unhealthy personality motivation 
should be rigorously eliminated for the 
good of all. A further practical problem 
of importance in the selection of students 
involves the avoidance of undue repre- 
sentation of any one racial group among 
those accepted for training. Perhaps 
because of long racial experience with 
suffering and personality problems, 
certain groups of students show an un- 
usual interest and propensity for psy- 
chological science which has_ both 
favorable and disadvantageous aspects. 
While disclaiming racial intolerance, it 
nevertheless seems unwise to allow’ any 
one group to dominate or take over any 
clinical specialty as has occurred in 
several instances. The importance of 
clinical psychology is so great for the 
total population that the profession 
should not be exploited in the interests of 
any one group in such manner that the 
public acceptance of the whole program 
is jeopardized. 


INTERPROFESSIONAL RELATIONSHIPS 


One of the most perplexing problems 
in the development of clinical psychol- 
ogy has been the matter of interprofes- 





sional relationships with other psycho-. 





logical sciences. Not only has there 
been some suspicion and lack of coop- 
eration between academic and clinical 
psychologists but the gap has been much 
wider between psychology and psychia- 
try. It is indeed paradoxical that such 
a wall of negative emotions and intel- 
lectual disrespect should have been 
allowed to develop between two psy- 
chological sciences which have even 
stooped so low at times as to harbor 
paranoid ideas concerning each other. 
Psychologists have frequently been 
most unscientifically resentful and 
jealous of the professional successes of 
psychiatry, while’ psychiatrists have 
sometimes assumed a patronizing atti- 
tude toward their psychological col- 
leagues because of their lack of a 
medical background. At various times 
since World War I abortive attempts 
have been made to bring together psy- 
chology and psychiatry for the purpose 
of delineating their respective fields of 
oper .tion and establishing more co- 
operative professional relations. Un- 
fortunately no genuine rapprochement 
has yet occured, although in isolated 
places individual psychiatrists and psy- 
chologists have learned to work to- 
gether and in so doing gained mutual 
understanding and respect. 

It «s reassuring to note many evi- 
dences of increased cooperation and 
respect among all the psychological 
sciences. World War II has abruptly 
created a new and unprecedented de- 
mand for all types of psychological 
service which can only be met by har- 
monious unified action on the part of 
all those concerned. Psychiatry will 


emerge from World War II with 
heightened prestige as a major medical 
specialty. Psychology has made less 
striking advances partly because the 
traditional academic training of the last 
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25 years had not prepared many psy- 
chologists for the stupendous tasks they 
were suddenly called upon to perform. 
The most outstanding development is 
that we have all become aware of in- 
creased need to drop old prejudices 
and to join ranks in a concerted effort 
to succeed in the stupendous jobs which 
are the challenge of the future. 

In his critique of American psychia- 
try presented at the 1944 centennial 
meeting of the American Psychiatric 
Association, Gregg (2) emphasized the 
urgent need of bringing together the 
psychological sciences in closer coopera- 
tion and suggested that psychiatry 
should welcome psychologically trained 
personnel into its ranks. Menninger 
(5), speaking from his experiences as 
director of neuropsychiatry in the U. S. 
Army, stresses the value of closer pro- 
fessional relations between psychology 
and psychiatry and expresses the hope 
that “sometime our medical schools can 
become sufficiently universities to in- 
clude in their training these intimate 
associates.” Professional psychology 
has a valuable contribution to make 
through its long development of experi- 
mental methods and training in objec- 
tive thinking, while psychiatry can 
reciprocate by making available clinical 
materials and training resources with- 
out which clinical psychology will be 
seriously handicapped. Perhaps the 
most hopeful omen in the direction of 
improved interprofessional relations is 
the recent appointment of cooperating 
committees representing the American 
Psychiatric Association, the American 
Psychological Association and_ the 
American Association for Applied Psy- 
chology to consider the problems relat- 
ing to common interests. Much of the 
suspicion and prejudice of the past ‘has 
been the result of misunderstanding and 


lack of cooperation. Where psychol- 
ogists and psychiatrists have worked 
together harmoniously in institutional 
or military situations there has resulted 
increased professional respect and 
friendship. One of the basic causes for 
dissension in the past has been the un- 
controlled and sometimes unethical 
activities of pseudo-scientific individ- 
ualists in both fields who have acted in 
such manner as to arouse criticism from 
everyone. The psychological sciences 
must not allow mutual respect and co- 
operation to be disrupted by unfortunate 
episodes perpetrated by irresponsible 
publicity seekers in either field. 


ORGANIZATIONAL AND PROMOTIONAL 
ACTIVITIES 


Clinical psychology is a_ specialty 
with such potentialities for expan- 
sion as to dwarf existing psycholog- 
ical associations, and it is in acute 
need of an active professional or- 
ganization to organize and promote 
its interests as a major applied science. 
The history of the American Psycho- 
logical Association has closely reflected 
the academic tradition of its members 
as evidenced by the fact that all 53 of its 
presidents have been primarily univer- 
sity professors. The deflection of a 
group of applied psychologists to form 
the American Association for Applied 
Psychology in 1937 did not appreciably 
change the academic domination of the 
profession since a large number of its 
presidents and officers have also been 
university professors. It is to be hoped 
that the 1944 reorganization of the 
APA in which the AAAP was absorbed 
into the parent organization will fulfill 
its objective of giving applied psychol- 
ogists greater representation in deter- 
mining policies. The reorganized APA 
faces a great challenge in discovering 
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whether its new divisional plan of or- 


- ganization can operate effectively in 
_ promoting the expansion of applied 


fields which is so urgently needed. 

The strength of such organizations 
as labor unions or the American Med- 
ical Association appears to be largely a 
function of effective vertical administra- 
tive organization operating through 
direct representation down from na- 
tional to state to county societies. The 
vitality of a national organization de- 
pends on the strength of local “grass- 
roots” groups which are the only ones 
in a position to uncover and promote 


_ new job opportunties, raise money, in- 
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matters of practical importance. Psy- 
chologists have long been envious of 
promotional successes in other profes- 
sions but have never developed the type 
of orgaiiization which appears neces- 
sary for effective expansion of the field. 
It would appear desirable for clinical 
psychologists to examine the established 
patterns of professional organization 
which have become standardized in all 
the medical specialties, i.e., the profes- 
sional groups with which clinical psy- 
chologists will have the closest contacts. 
The academic traditions and_ policies 
which have dominated the APA in the 
past are probably inadequate to meet the 


_ practical needs of a rapidly expanding 


applied science and it is predicted that 
another schism of applied and academic 
groups will occur unless the parent or- 


_ ganization demonstrates the ability to 
' effectively promote the applied fields. 


Anticipating the time when thousands 


_ of psychologists will be employed in 
_ full-time clinical positions, it seems wise 
“to plan for a specialized professional 
‘ organization of clinical psychologists 
: | Which is more than a section of the 


) APA. Experience of the medical spe- 


15 


cialties indicates that there is need and 
justification for an independent organ- 
ization devoted exclusively to the inter- 
ests of each specialty. There will need 
to be effectively operating committees 
on standards and policies, licensure, 
ethics, training of clinical psychologists, 
research, legal aspects of clinical psy- 
chology, nomenclature and _ statistics, 
board of examiners, and public rela- 
tions. In addition to licensure on state 
levels, it may prove desirable to organize 
a specialty certification board to safe- 
guard the interests of profession and 
public comparable to the American 
Board of Neurology and Psychiatry, 
Inc. These matters are important 
enough to warrant full time attention of 
those who are actively specializing in 
clinical psychology and it remains to be 
seen whether these functions can be 
effectively administered by a division 
or section of the APA. Serious criti- 
cism might be directed against the 
sections of the revised constitution of 
the APA which might authorize the 
issuance of a certificate or diploma 
designating a psychologist to be a 
Fellow in Clinical Psychology simply 
because such person chooses to join the 
clinical division. The issuance of such 
a diploma or certificate would seem to 
have no other values than to delude the 
public and inflate the vanity of its 
possessor. 

Public Relations. Clinical psychology 
has not earned the recognition which it 
merits either from the general public 
or the other psychological sciences. 
Perhaps because of seeming to exploit 
their scientific standing, professional 
psychologists have regarded with sus- 
picion any attempt to popularize psy- 
chological services with the result that 
these activities have too often fallen 
into the hands of charlatans or pseudo- 
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scientists. Professional psychology does 
not appear to have realistically faced the 
challenge of what is expected of it by 
the general public. The layman looks 
to psychology not as an experimental 
laboratory science but as a_ subject 
which will give him practical informa- 
tion concerning how to live more effec- 
tively. It is perhaps no exaggeration to 
state that many beginning students in 
psychology are profoundly disappointed 
in not getting something of more value 
in solving the problems of life. Such 
topics as The Logic of Psychophysical 
Measurement, If-Then Relations in 
Paralogics, or Brightness Enhancement 
in Flickering Light (Psychological Re- 
view, January 1944) are singularly 
unsatisfying to laymen or beginning 
students who face practical problems of 
everyday living. Whereas the Ameri- 
can Medical Association publishes its 
own medium Hygeia primarily for lay- 
men, popular magazines on psychology 
rarely have an objective scientific view- 
point and do not effectively represent 
the profession. Wide dissemination of 
appropriate information is necessary if 
a long range educational program de- 
signed to reach the whole population is 
to be achieved. As compared with 
public understanding and acceptance of 
other professions, clinical psychology is 
still a mysterious and slightly suspect 
new field of which the average layman 
is a little afraid. 

Legal Status. If clinical psychologists 
are to be more than trained technicians 
operating under the supervision of 
medically trained psychiatrists, it seems 
desirable to clarify their legal status as 
a profession. The question of civil re- 
sponsibility will inevitably arise when 
large numbers of clinical psychologists 
begin to conduct psychotherapy with 
varying results. To our knowledge, 


civil action has never been brought 
against a psychologist for malpractice 
but the question is a potentially delicate 
one. Under existing law, the psychol- 
ogist working under the direct super- 
vision of a licensed physician (psychia- 
trist) would not be liable for civil suit 
since the liability in this relationship lies 
with the responsible physician. 

Although the principle has not yet 
received legal clarification, it seems 
obvious that the psychological harm 
wrought by incompetent psychological 
diagnosis and therapy might be just as 
damaging to physical or mental health 
and causative of as much mental an- 
guish as the recognized bases for med- 
ical malpractice. The legal position of 
the clinical psychologist would be 
measurably improved by nation-wide 
licensure and also by specialty certifica- 
tion by a duly constituted examining 
board in clinical psychology. 

Licensure. As the field of clinical 
psychology is enlarged to include coun- 
selling and psychotherapy, it becomes 
increasingly important to establish 
licensure for the protection of the public 
and the profession against the incom- 
petent or unethical practitioner. The 
experience of the National Board 
of Medical Examiners has demon- 
strated the effectiveness of one central 
examining authority, preferably ad- 
ministered by the profession, whose 
certificates are universally accepted 
throughout the country. The establish- 
ment of such a central examining 
authority in psychology might be rela- 
tively easily accomplished since state 
licensure is recent and no definite pat- 
tern has been worked out. This system 
seems definitely preferable to the con- 
fusion of 48 individual state boards 
whose actions would show little consist- 
ency or uniformity. It is both desirable 
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‘and practical for the APA to establish 
‘standards and procedures for licensure 
Which might win national acceptance. 
“Regulation from within the profession 
4s infinitely preferable to external inter- 
“ference with matters which are pri- 
“marily professional. 

' Code of Ethics. Although the 
‘majority of members of any profession 
‘are honest and ethical in the perform- 
‘ance of their duties, there is always a 
‘small group of opportunists and char- 
Jatans whose irregular activities con- 
‘stitute a menace to public health and 
‘welfare. The principles of medical 
‘ethics as outlined by the American 
Medical Association (9, 10) may be 
“taken as an outstanding formulation of 
“the ethical principles which all clinicians 
“should be held up to. The problems of 
“clinical psychology are intrinsically 
“similar to those of clinical medicine and 
Sour profession should study existing 
“codes before adopting its own. Sutich 
>(7) has recently outlined a code of 
“ethics for psychological consultants 
which is a step in the right direction 
but whose usefulness is impaired by its 
“introduction of ideological considera- 
“tions which seem extraneous to ethics. 
Codes of professional ethics should 
“concern themselves with general rules 
of conduct involving (a) the obliga- 
“tions of the clinician to the patient, (b) 
to other clinicians, and (c) to the gen- 
“eral public, without becoming involved 
‘in the methodology of any particular 




























- ‘school or with political philosophies. 


“The APA might well formulate a code 
of professional ethics which would 
“govern the activities of clinical psy- 
‘chologists not only in relation to the 
“patient but also in interprofessional 
“relationships. 

| Research in Clinical Psychology. In 
spite of an increasingly hungry demand 
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from the general public for the applica- 
tions of psychology to everyday living, 
there has been a relative paucity of re- 
search in the field of clinical psychology. 
Such research has been impeded be- 
cause of difficulties in applying the 
experimental methods to the study of 
individual cases, so that, loath to dis- 
card their laboratory techniques in 
favor of those less well understood, 
there has been little development of the 
clinical method. It is urgently neces- 
sary that the research in clinical psy- 
chology should be immediately ex- 
panded in those universities or teaching 
centers which have access to large 
amounts of clinical materials. As a 
prelude to an expanded research pro- 
gram it will seem necessary for every 
large graduate department to establish 
clinic facilities where both staff and 
students will find available clinical 
materials to study and learn to work 
with. There should be no hesitancy in 
calling in psychiatrists and social work- 
ers to contribute the results of their 
experience and to develop new patterns 
of interprofessional cooperation. The 
research program should be directed not 
only toward the perfection of current 
techniques but also to opening up new 
areas of psychological service to the 
community. For example, one of the 
greatest potential opportunities for use- 
fulness lies in the counselling and 
guidance of normal people who are 
handicapped by unhealthy attitudes or 
habits. These minor maladjustments 
have not received sufficient attention 
because they are rarely disabling and 
are, therefore, not usually referred for 
treatment. Almost everyone is handi- 


capped by minor emotional problems or 
undesirable attitudes and would be 
benefited by counselling services to 
which one could refer as to a general 
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practitioner without embarrassment or 
social stigma. These minor personality 
problems are so numerous that there 
will never be sufficient psychiatrists to 
deal with them. Ideally there might be 
a psychologically trained person in 
every town or political subdivision with 
more than 10,000 people to conduct 
psychometric and counselling services 
on the large scale which is necessary. 
Such a proposal seems less utopian 
when it is realized that even today there 
is a great unfilled demand in every 
school system for special teachers 


. trained in all the branches of clinical 


psychology. The time is NOW to 
organize training programs for the 
enlarged personnel which will be de- 
manded in the post-war era. 

Fellowships and Scholarships. Sup- 
port should be given by state depart- 
ments of mental health and educaticn 
to the establishment of a large number 
of fellowships or scholarships whereby 
deserving students in the last stages of 
practical training would receive finan- 
cial remuneration during internships or 
as assistants in outpatient clinics. There 
is an obligation of institutions with 
teaching facilities to provide sufficient 
educational openings to supply the de- 
mands of the state as a whole. Under 
existing conditions, it is almost impos- 
sible for rural areas or smaller states 
to secure the trained workers to carry 
on mental hygiene and educational 
guidance programs. Because of the 
lack of such skilled workers, these pro- 
grams are being taken over by inade- 
quate personnel with results detrimental 
to the profession as a whole. 

To remedy this situation it seems 
necessary for graduate departments in 
psychology to distribute students more 
adequately into fields of pure and 
applied science so that a larger propor- 


tion of professional psychologists with 
advanced degrees have had clinical 
training. Although the employment 
situation among psychologists has been 
relatively good during the war period it 
will seem desirable to avoid any rever- 
sion to the oversupply of Ph.D.’s which 
glutted the teaching field from 1930 to 
1940. The experience of the depression 
demonstrated that existing require- 


ments for the doctorate have produced - 


a type of training for which there is 
relatively little demand . outside the 
teaching profession and which does not 
prepare the psychologist to fulfill the 
functions which the public is vocifer- 
ously demanding of him. Facilities 
should be quickly developed so that a 
much larger proportion of graduate 
students may be directed into clinical 
and other applied fields so that existing 
demands for trained personnel may be 
filled in the not too distant future. It 
would also be desirable to arrange re- 
fresher courses for practicing clinical 
psychologists who may wish to peri- 
odically replenish their knowledge of 
the newest methods. 


EXPANDING Horizons 


Opportunities for placement of clin- 
ical psychologists in the post-war period 
seem limited only by the number of 
competent workers available. The 
future will witness an inevitable nation- 
wide expansion of mental hygiene 
facilities until psychological services 
become available to everyone, irrespec- 
tive of ability to pay. Openings will 
occur not only in all types of institution 
but also in outpatient departments. The 
federally supported rehabilitation pro- 
gram for both veterans and civilians 
has already authorized the use of clin- 
ical psychologists where psychiatric 
resources are unavailable. An even 








greater demand can be expected from 
the educational field, where there is 
already a large psychometric and 
guidance program suffering from lack 
of personnel. Another potential area 
of usefulness is in industry, where com- 
petent psychologists will be in great 
demand as personnel officers, counsel- 
lors and specialists in labor-management 
relations. It seems reasonable to expect 
' that many large industries will intro- 
- duce methods of personnel selection 
~ comparable to the military | services 
- where unstable personalities will be re- 
_ jected or adjusted before they become 
_ problems. Finally, the clinical psychol- 
~ ogist will find increased opportunities 
* for private or consulting practice in 
- many new areas which are only dimly 
perceived at present. 

' It is only by the demonstrable ability 
to produce results that the clinical psy- 
chologist will succeed in competition 
with other specialists who are equally 
desirous of inheriting the promised 
land. In a civilization so complex that 
increasing numbers of people require 
guidance and protection in order to sur- 
vive it is inevitable that a comprehensive 
social security program will rapidly 
evolve. The social welfare field offers 
a career to large numbers of wise men 
who will need intensive training in the 
social and psychological sciences. Re- 
mote in their experimental laboratories, 
professional psychologists frequently 
do not sense how great will be the need 
for their services in the great social 
welfare program which is to come. In 
a world which is just beginning to 
appreciate that poverty, dependency, 
degeneracy, delinquency, invalidism, 
absenteeism, aggression, hate and war 
are all essentially psychological prob- 
lems, our science has a challenging 
future if it is to do its share in the co- 
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operate effort which must be made to 
secure a solution to our many problems. 
Let us arouse from the Rip Van Winkle 
preoccupation with laboratory minutiae 
and rejoin the hurrying world of prac- 
tical reality. 


THE JOURNAL OF CLINICAL 
PsyCHOLOGY 


It is with enthusiasm for the future 
of our specialty that the Journal of 
Clinical Psychology is being published. 
The idea has been in mind for several 
years and publication would have begun 
in 1944 had it been possible to secure 
the necessary paper. All signs indicate 
that clinical psychology is on the thresh- 
old of an unprecedented expansion and 
consequently there is need for a scien- 
tifically oriented professional journal 
dedicated to the advancement of the 
clinical method in psychology. Publica- 
tion will be primarily limited to original 
research reports and authoritative theo- 
retical articles on applied clinical science. 
It is hoped that the Journal of Clinical 
Psychology will become the type of pro- 
fessional journal which is so necessary 
in keeping the practitioner up-to-date in 
the practical developments in the field. 
It will be a professional journal for pro- 
fessional psychologists. 

In order to represent the profession 
most adequately, it seems desirable to 
open these columns to practical discus- 
sions on matters of organizational and 
promotional interest. The success of 
such practically-oriented publications as 
Medical Economics in the medical field 
emphasizes the amount of attention 
which every profession must give to the 
practical details of its expansion and 
development. It is for this reason that 
this statement of opinion concerning the 
status of clinical psychology is being 
published. The Journal of Clinical 
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Psychology will open its columns to 
papers of promotional or organizational 
significance and to letters to the editor 
discussing matters of importance to the 
whole profession. Suggestions will be 
gratefully received concerning how this 
publication may be of more service to 
the profession. 

One of the immediate objectives will 
be to publish a symposium of psycho- 
logical and psychiatric opinion concern- 
ing the delineation of fields of operation 
and the establishment of adequate train- 
ing facilities. The Journal of Clinical 
Psychology seeks to improve interpro- 
fessional relations between psychology, 
psychiatry and medicine by interpreting 
the scientific methods and results of 
clinical psychology to these related 
sciences. It is anticipated that the 
journal will have wide circulation in 
related fields and thus operate to bring 
about increased cooperation and mutual 
understanding. 


KENT 
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SERIES OF TASKS FOR DEARBORN FORM BOARD NO. 3 


GRACE H. KENT 


Danvers State Hospital, Hathorne, Massachusetts 


This board was briefly described by 
Dearborn in 1916 (2), at which time he 
referred to it as something he had de- 
vised about ten years earlier. It has 
been used to some extent (1, 3, 4, 7), 
but the history of its development is 
omitted for lack of space. This paper 
is little more than the summary of a 
ten-year study. 


DESCRIPTION OF BoARD* 


The frame, 10% by 13% inches, 
contains nine recesses built on the 2- 
* Stoelting No. 27179. 


inch scale. The recesses are as follows: 
a 2-inch square; a circle having a 2- 
inch diameter ; a figure, referred to here 
as a “concave,” formed by taking a 
semicircle out of the side of a 2-inch 
square; and six larger recesses which 
are multiples of these figures in various 
combinations. There are twenty-one 
insets, as follows: five “whole figures,” 
including three squares, one circle and 
one double-concave; and sixteen “half 
figures,” consisting of six triangles, six 
semicircles and four concaves. There 
are eight places in the board which will 
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take a square, and any one of these may 
be filled by a semicircle with its com- 
plementary ‘“‘concave” or by two tri- 
angles. The concave recess can be filled 
only by a block of its own form; but 
all other recesses permit more than one 
solution. The largest recess—the cen- 
tral figure which is made up of two 
squares plus two semicircles—can be 
solved by at least eleven different com- 
binations of blocks. It is unnecessary, 
if possible, to determine how many 
solutions the entire board permits; but 
it is highly important to know the 
number of moves required for any 
given task. 

The special feature which distin- 
guishes this board from other form 
boards is that it permits a reasonably 
accurate move count. It was intended 
not as a task for trial-and-error per- 
formance, but as a problem which could 
be presented alike to all subjects and 
which could be solved with the minimal 
play of chance. In each task the board 
was to be presented with some of the 
whole-blocks outside the frame and 
with the blocks in the frame requiring 
some re-arrangement to make room for 
these larger blocks. For economy of 
moves, transfers within the frame 
should be made by taking a half-block 
from a partially filled recess, without 
removing any whole-block from the 
frame and usually without disturbing 
any fully-made-up figure. This prin- 
ciple upon which the perfect solution 
depends is rarely recognized by the 
subject, and it may escape the notice 
of the highly experienced examiner. 
One can use the board casually for years 
without fully appreciating the nicety of 
its construction, without recognizing 
what a variety of tasks it permits, and 
without suspecting what possibilities it 
holds for usefulness in the clinic. 


TASKS FOR DEARBORN FORM BOARD 





THE “DANVERS” TAskKs* 


Figure 1 shows the set-up for eight 
tasks requiring from three to nine 
moves, also a five-move demonstration 
task which is to be performed by the 
examiner. 

This series was developed in 1934, 
primarily for our own use in Danvers 
State Hospital. The writer had long 
had in mind a performance battery of 
at least seven independent tests, each 
of which should be a graded series dis- 
criminative from the 6-year level to the 
superior adult level. It was intended 
that this board should furnish two units 
of the battery. The performance ad- 
mits of being scored both by move 
count and by a time record. The plan 
was to obtain two sets of norms and to 
make a single performance yield two 
ratings, by a method similar to that of 
Pintner and Paterson in the original 
standardization of their performance 
scale (6). For the Dearborn board, 
however, the interference between speed 
of movement and economy of move- 
ment was found to be so serious as to 
vitiate both sets of data. After pre- 
liminary trials for which two records 
were obtained from each subject, it was 
decided to omit the timing and to eval- 
uate the performance wholly by move 
count. There is no lack of performance 
tests which place a high premium upon 
speed and which can be used for meas- 
urement of speed. The most distinctive 
feature of this test is that it does not 
discriminate against the slow and care- 
ful worker. 

In presenting any series of tasks it is 
of inestimable advantage to have a 
board for each task and to have the 
boards fully prepared in advance of the 

* These tasks were devised chiefly by Mar- 


garet C. Taylor, assistant in our department of 
psychology for the year 1933-34. 
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Fic. 1. The set-up for eight “Danvers” tasks for the Dearborn Form Board No. 3. The shaded- 
in areas indicate recesses to be filled. 


examination ; and it is worth while also 
to have a cabinet with a shelf for each 
board. With such equipment, the test 
is not too time-consuming for clinical 
examinations. 


INSTRUCTIONS FOR PRESENTATION 


The board is presented with the 
double-concave figure toward the sub- 
ject. The illustrations show the board 
as habitually seen by the examiner. 

The demonstration task should be 
performed by the examiner with lei- 


surely attention to each move. It is ex- 
plained that the problem is to make 
room in the board for the two outside 
squares, without making any more 
moves than are needed. The figure next 
the circle is pointed out as a good place 
for one of the squares, and the moves 
are counted aloud in the following 
order: (1) semicircle to circle; (2) 
concave to center figure ; (3) one square 
to opening thus made; (4) free tri- 
angle to rhomboid ; (5) square to open- 
ing. 
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The verbal part of the presentation 
should be natural, not committed to 
memory. Subjects differ widely in the 
explanation required. It should be 
made clear to each subject, in diction 
appropriate to his comprehension: that 
his moves are to be counted; that no 
time record will be taken; that he must 
touch only one block at a time; and 
that it is better to work wholly with one 
hand. The number of tasks should not 
be announced. The boards are brought 
out one at a time, the unused ones being 
kept where the subject cannot see them. 

The subject may have to be reminded 
that it is not permissible to pick up two 
A subject who works 
too rapidly may be reminded that he 


: is not being timed, and one who works 
_ with undue deliberation may be in- 
- formed that there is a limit to the time 


which he can spend to real advantage 
upon a task. Instructions given be- 
tween tasks should be casual and con- 
versational. The test is one to be 
enjoyed as a game, and the presentation 
should not be needlessly formal. 

The score is the number of moves. 
Counting a subject’s moves is not quite 
so objective as operating a stopwatch, 
but the count can be made with passable 
accuracy in the majority of cases. The 


- only subject whose moves cannot be 
~ counted easily is the one who works 


too rapidly; and he usually makes 


_ enough moves to allow a fair margin of 


error. The lower the achievement the 


3 less important is a strictly accurate 


move count. 

Correct and incorrect moves are 
counted together as “‘moves,” but the 
examiner may well keep in mind the 
distinction between them. Moves 
which may be correct are of three types: 
placing an outside block in the frame; 
lifting an inside block and placing it in 
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another recess; and siiding a block to 
a different position in the same recess. 

Aimless handling of the blocks on the 
table is not penalized in the move count, 
because it would be impossible to make 
an accurate count of such movements. 
Touching a block in the frame without 
lifting it is also not counted as a 
“move,” although it would not be un- 
fair so to count it. 

Taking up a block from the board 
and immediately returning it to its place 
is counted as one move. Taking a block 
from the board and laying it on the 
table (or holding it for a considerable 
time in the hand) is counted as one 
move, after which it requires a second 
move to return it to the place from 
which it was taken. An attempt to force 
a block into a place which will not take 
it is counted as a move; but it is not so 
counted to take a block from the table 
and hold it over a recess for com- 
parison. 

The subject is not informed ex- 
actly what constitutes a “move”; but— 
in response to his inquiry—he may be 
informed that almost any unnecessary 
handling of the blocks may be counted 
as a move. Beyond this, he is held re- 
sponsible for recognizing the task as a 
problem for the eyes rather than one 
for the hands. One factor measured 
by the test is the self-control required 
for avoiding useless moves. 

The moves are recorded individually, 
on a mimeographed form having a 
blank space for each task. Occasion- 
ally a subject works so rapidly that the 
examiner has to keep his eyes on the 
board at all times; and therefore the 
space allowed for checking off the moves 
should be large enough to permit him 
to make the record largely by the touch 


sense. 
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Fic. 2. Showing curves based on median scores for the “Danvers” tasks on each one of the series 


at mental levels ranging from eight years to “superior.” Perfect scores for each series are in- 
dicated at the right. 
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TABLE 1. 
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Showing the median scores, numbers of cases, and the range of scores for each 


mental level for the series of “Danvers” tasks for Dearborn Form Board No. 3 based 


on 1,028 cases. 





For eight tasks 





Mental Median scores Number .Range of 
level 8 tasks 6tasks S5tasks 4 tasks 3 tasks of cases scores 
8 121 77 59 32 23.5 19 59-263 
9 88 57 42 28 18 31 56-361 
10 79.5 49.5 38 26 17 48 58-258 
11 72.5 47 34 24 15 90 52-202 
12 71 44 33 22 14 120 54-228 
13 63 40 30 20 13 261 51-208 
14 59.5 38 28 20 13 220 51-106 
14 plus 58 37 28 19 12 100 52-120 
Superior 55 36 26 19 12 139 50- 72 





PRESENTATION OF DATA 


It is only at the upper mental level 
that any normal data are available for 
standardizaton of these tasks. All other 


~ material presented is clinical. 


The data for the “superior” level 


were obtained from 139 professional 
j persons of at least college education, 
largely medical students and social 
~ workers. 
~~ who happened to visit the department 
~ was invited to contribute a record to the 
~ study. 


Almost any advanced student 


During the past ten years the test has 
been presented to upwards of 1,000 hos- 
g ial patients, including 889 persons for 
_ whom a “mental age” rating was ob- 
tained by a written battery at the same 


interview or within a few days of it. 
The median of seven independent rat- 
ings was accepted as the subject’s men- 
tal level, and these ratings were used 
exactly as if they had represented the 
ages of children. This procedure for 
tentative standardization of tests has 
been described at greater length (5). 
Norms thus derived are numerically 
very weak at the lower mental levels, 
because comparatively few of our low- 
level patients can read well enough to 
take a written test. The battery does 
not yield a rating below eight years. 
The results of 1,028 examinations 
are presented in table 1 showing for 
each mental level the median score, 
number of cases, and the range of scores 


Tasie 2. Tentative norms according to “mental age” for the series of “Dan- 
vers’ tasks on the Dearborn Form Board No. 3 based on 1,028 cases. 








Mental 
level 8 tasks 6 tasks 5 tasks 4 tasks 3 tasks 
8 99 up 64-85 49-65 31-40 22-28 
9 84-98 55-63 41-48 28-30 19-21 
10 78-83 50-54 37-40 26-27 16-18 
11 73-77 46-49 34-36 24-25 13-15 
12 68-72 43-45 31-33 ee aS 
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for the series of eight tasks. Figure 2 
shows a graphic presentation of the 
curves based on median scores for the 
various series of tasks at mental levels 
ranging from 8 years to “superior.” 
Tentative norms for each mental level 
are offered in table 2, based on slightly 
smoothed age-curves. 

Only for the three-task series and 
only at the upper two levels did the 
majority of the group achieve a perfect 
score. For the eight-task series, the 
median score at the “superior” level 
shows five unnecessary moves, and only 
one subject achieved a perfect perform- 
ance. It is on this ground that the test 
is believed to be discriminative at the 
upper level, even with unlimited time 
allowance. 


DISCUSSION 


Used for ten years wholly without 
norms, this test has been found more 
revealing than is any standardized per- 
formance test owned by the hospital. 
The board can be recommended as being 
abundantly worthy of being properly 
standardized; but before adopting a 
series of tasks for standardization, one 
should spend considerable time devising 
new tasks and studying the possibilities 
of the board. 

Task VIII, for which the writer can 
claim no personal credit, is the strongest 
task of the series. It permits only one 
perfect solution, one which requires the 
subject to make a somewhat unnatural 
placement—double-concave in rectan- 
gle. Only 8.5% of our superior sub- 


jects earned a perfect score on this task. 
It was noticed when the study was far 
advanced that task VII furnishes an 
excellent clue to this crucial move of 
task VIII. Although very few subjects 
take advantage of the help thus offered, 





the defect is one which should not 
be perpetuated by standardization. It 
might strengthen the series to omit task 
VII entirely, or to use it as the last task. 

No liberties can be taken in the order 
of presenting the tasks which are to 
be evaluated by these norms, but it is 
entirely permissible to leave the series 
unfinished and to score the subject on 
the tasks he has completed. In ordinary 
cases at least five tasks should be used. 
Although no norms are offered for less 
than three tasks, a subject who makes 
upwards of 15 moves on the first task 
may be given a rating of “not over 8 
years” on that task alone. The minimal 
number of moves required for tasks II 
and III may be added to the moves 
actually made on task I, thus bringing 
the score for three tasks within the 
8-year range. 

A very strong feature of this test, 
for clinical subjects of low achieve- 
ment, is that they are not usually aware 
of their failure to make a creditable per- 
formance. The subject of less than 
8-year level may remove all the blocks 
from the board and place them by trial 
and error, apparently forgetting that 
his moves are being counted. Such a 
subject, when given a form board which 
has only one place for any block, may 
struggle helplessly for a long time and 
finally give up. The Dearborn board, 
used for trial-and-error performance, 
allows considerable leeway for the 
placement of any particular block and 
is therefore less discouraging than is 
the self-corrective form board. The 
persistent subject stands a good chance 
of ultimate success, and is usually well 
satisfied with his performance. From 
his point of view, it is a real achieve- 
ment to get the blocks into the board at 
all. For such a subject it is highly im- 
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¥ " portant to keep the unused boards under 
‘cover, so that he may have no knowl- 
| edge of the tasks not presented to him. 
- The wide range of scores at each 
‘level, shown in Table 1, should make 
" one cautious about using the norms. A 
a * near-superior score was achieved by a 
» subject of 8-year mental level; and an 
B s-year score is recorded for a subject 
| of near-superior level. 
5 For industrial use there should be a 
- shorter and less time-consuming series. 
” The tasks at the lower end of this series 
would be unduly wasteful of time, 
except in the clinic. It is not permis- 
“sible to give full credit for any task not 
actually performed, because many 
a upper-level subjects make a false move 
on the first task. For industrial stand- 
ardization a three-task series is sug- 
gested, consisting of tasks IV, VI and 
Vill. 
_ Any performance test should prefer- 
ably be standardized separately for men 
“Jand women; but the material now at 
hand is insufficient to permit sub- 
“classification according to sex. At the 
“superior level the median scores are 55 
_ for eighty-eight men and 56 for fifty- 
one women. The solitary perfect score 
on record was achieved by a woman. 
- Itis with misgiving that these norms 
“are offered, and not only because they 
are irregular and inadequate. Norms 
t their best tend inevitably to restrict 
he use of a test ; and the writer believes 
‘this test to be more serviceable when 
used freely according to the personal 
aste of the examiner than when pre- 
sented strictly according to rule. For 
“clinical use, the board does not require 
either norms or fixed tasks to make it 
a useful instrument. 































SUMMARY 


A series of eight tasks for Dearborn 
Form Board No. 3 was developed at 
Danvers State Hospital in 1934. Dur- 
ing a ten-year period over 1,000 records 
have been collected, including 139 from 
normal superior adults and 889 from 
clinical subjects whose “mental age”’ 
ratings were determined by a battery of 
seven independent tests. Median scores 
for the several mental levels are used 
for tentative norms, offered independ- 
ently for three, four, five, six and eight 
tasks. With or without the norms, the 
test is more revealing than any other 
performance test used in this hospital. 
The distinctive feature of the board is 
that it permits a passably accurate move 
count, by reason of which the perform- 
ance can be scored without reference 
to speed. The board holds possibilities 
for further development of tasks. 


(Manuscript received July 17, 1944.) 
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CLARIFICATION OF RORSCHACH RESPONSES BY THE 
GRAPHIC RORSCHACH METHOD 
SAMUEL PASTER, LT. COL., M. C. 


AND 
JOSEPH R. GRASSI, IST LT., A. G. D. 


The Graphic Rorschach is an out- 
growth of the verbal Rorschach tech- 
nique. Its usefulness and applicability 
as a new diagnostic method has been 
discussed in the Graphic Rorschach 
Manual and other publications (1, 2, 3, 
4, 5, 7, 8,9). It constitutes a method 
of reaching beyond the verbal response 
of the patient into the actual thought 
content underlying his response. It 
offers a means of perceiving the re- 
sponse as nearly as the patient, him- 
self, perceives it. 

In previous investigations the value 
of the Graphic Rorschach as a means 
of clarification and understanding of 
obscure responses has not been stressed. 
One of the unsolved problems encoun- 
tered in the verbal Rorschach technique 
has been the inability to distinguish 
many of the Form Plus (F +) re- 
sponses from Form Minus (F —) re- 
sponses. When confronted with such 
bizarre responses the examiner kas, 
often, been compelled to resort to arbi- 
trary conclusions. This brought about 
errors in scoring and distortion of the 
true picture. 

The Graphic Rorschach aids in clari- 
fication of such responses. It brings to 
the surface hidden material and aids the 
examiner in obtaining a more accurate 
evaluation of the total personality. 

The Graphic Rorschach may be ad- 
ministered at the conclusion of the 
verbal Rorschach inquiry or at a later 
date. It is not advisable, however, to 
defer the Graphic procedure for too 
great a period of time. It has been 


found feasible to obtain the inquiry and 
the Graphic Rorschach in one step quite 


satisfactorily in.cases in which the orig-. 


inal verbal record has been fairly well 
elaborated. 

In contrast to the verbal Rorschach, 
it is not necessary to follow specific in- 
structions in administering the Graphic. 
The task is introduced to the individual 
patient in a manner calculated to obtain 
the utmost cooperation. The patient 
is shown each card. He is asked to re- 
call his verbal response and to delineate 
on the card those parts that have evoked 
that response. This aids in assigning 
a “location-score” on the verbal record. 
The patient is then asked to draw a 
picture of the image he perceives while 
the card remains in front of him. He 
is told that the examiner is not inter- 
ested in artistic skill; at the same time, 
however, he is asked to draw carefully 
and to the best of his ability. He is, 
further, told that he may leave out cer- 
tain parts of the card which he feels are 
not part of his response. He is allowed 
to alter or add to his picture in any 
manner he desires if he feels that the 
modification will elucidate the image 
more clearly. 

The patierit is offered seven colored 
pencils and told that he may use them in 
his drawing if he feels that color is a 
part of the image he perceives. If color 
is not present in his percept he is to 
use the black pencil. If he does use 
color it is important to inquire as to the 
reason why he is using the particular 
color. Many patients, when questioned, 
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will put down the colored pencils under 
the impression that they have selected 
the wrong color. Throughout the ses- 
sion questions as to the use of color or 
shading must, therefore, be asked with 
great care. 

As the patient draws he is encouraged 
to describe his drawing and to point out 
the relationship between that and the 
ink blot. His commentary often re- 
veals a great deal of material that is 
both relevant and irrelevant to the blot 
interpretation. Psychotic patients, pre- 
viously withdrawn and retarded, often 
reveal the abnormal thought content 
that has not become accesible during the 
inquiry. In many cases in which the 
verbal response has not fully uncov- 
ered the underlying thought disturb- 
ance, the Graphic Rorschach reveals 
definite signs of psychopathology. On 
the other hand, in no case has the 
Graphic revealed a disturbance less 
severe than that manifested in the 
verbal response. 

Discrepancies occur, however, when 
the abnormal features of the verbal re- 
sponse are in terms of omission rather 
than commission. In cases, for exam- 
ple, with low human movement (M), 
low popular (P) response or poor 


| whole to human movement ratio (W: 


M), etc., there is no strictly parallel 
phenomenon between the Graphic and 
verbal records. 

“It has been observed that there are 
several distinct ways in which the pa- 
tient carries out the instructions, and 
that the productions of clinically similar 
groups of individuals are consistently 
likely to be of the same type. Analysis 
of many records has given us a means 
of evaluating the drawings in terms of 
the extent to which the blot stimulus 
and the ideational concept have been 
represented. The method of scoring 
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the drawings has been formulated on 
this basis. To each drawing a series 
of values is assigned to denote the 
dominance of the blot features, the con- 
cept features or the balance of the two. 

The purpose of this additional scor- 
ing technique is not to supplant the 
orthodox Rorschach procedure but to 
clarify it where necessary. To the four 
“columns” of Rorschach factors we 
add the fifth. We evaluate, first, the 
response for location, determinants, 
content and popularity or originality. 
Then, in an effort to reach a more com- 
plete understanding of the percept, we 
evaluate the extent to which the patient 
has combined his flow of thought with 
the blot stimulus. 

For example, two patients state that 
they see Card VII in the reverse posi- 
tion as a pair of dancing girls, com- 
menting on the head thrown back, the 
outstretched hand and on the fact that 
only one leg is showing. The verbal 
responses of these two patients are thus 
identical. When asked to draw the 
images perceived one patient, using the 
black pencil, draws the figure as it ap- 
pears in the ink blot without clarifica- 
tion of the facial features and with only 
one leg showing. The second patient 
portrays all facial features and deline- 
ates the hair. In addition, he draws the 
second leg, in the position he imagines 
it to be. The difference between the 
mental processes of the one who con- 
fines himself to mere reproduction and 
the one who draws upon his imagina- 
tion is striking. Such a difference 
would not have been elucidated had the 
examiner confined his evaluation to the 
verbal response only. Thus the addi- 
tion of the fifth Rorschach feature, 
Blot-Concept Balance, makes possible 
further individualization and finer dis- 
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Piate 1. Ten drawings from different subjects illustrating the variety of responses to Card V 
with the graphic Rorschach method. 














q crimination between one response and 
4 the other. 
\ This technique is not reserved only 
for the obscure and the bizarre. As has 
q already been pointed out, we find upon 
~ more careful examination that what 
4 seem superficially to be commonly given 
~ responses require methods of finer dis- 
4 crimination for more complete under- 
standing. It is likely that the finer dis- 
tinction between borderline pathological 
» states and the normal performance can 
> be understood only with the aid of such 
supplementary techniques. 

* One cquld list numerous specific in- 
stances in which scoring and evaluation 
have been made easier. The following 
"examples are illustrative. A patient 
) asked to tell what portion of the blot 
a gave rise to his interpretation replied, 
“Why it’s just my impression of the 
whole card.” As he drew we noticed 
that he carefully omitted major or 
. minor portions, perceiving the object 
~ more clearly than his verbal explanation 
had indicated. Conversely, another 
‘}more meticulously accurate individual 
stated, “This looks like a butterfly, but 
>I would leave off the head; it is not 
right.” His drawing revealed, how- 
ever, that he was not perceiving a 
headless butterfly, but was merely com- 
"> menting on the inexactness of the pres- 
‘entation. He did reproduce the part 
"concerned but in the manner he had 
~ perceived it. A third person faced with 
the question, “What part made you 
}think of a bird?”, replied, “Just the 
head part here; you can see the bill; 
y that’s all that made me think of the 
bird.” Ordinary scoring would have 
“credited him with having seen only part 
of an animal form, whereas in his draw- 
+ ing he also included the rest of the blot 
> form. Upon further questioning he 
added, “Oh yes, these parts could be 
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said to be part of the bird too, but it 
was the head part that made me think 
of a bird rather than a moth or insect.”’ 

In each of these instances it is likely 
that scoring of the location of the re- 
sponse would have been made inaccu- 
rately on the basis of the verbal re- 
sponse alone, or at best would have by 
chance represented a pertinent selection 
from among several possibilities. 

Similar situations may arise with 
reference to scoring of determinants. 
In his use of the colored pencils the 
patient gives many clues to his color 
responsiveness. In many graphic in- 
terpretations revealing the good use of 
both form and color, the patient fails to 
mention color spontaneously in his 
verbal response. A patient was asked: 
“Is it just the form of it which made 
you think of a flower?” “Oh yes,” he 
replied, “you can see it clearly here. 
There’s the stem and the beginning of 
the petals, then the stamen in the center, 
and a bud at the side. It has the exact 
form of it.” Although suspected that 
color had been involved in the patient’s 
response, it was impossible to estab- 
lish the fact except by a direct question 
which was not, of course, desirable to 
do. However, we found that the pa- 
tient included color naturally as an im- 
portant part of the percept, when he 
drew the flower. 

~ Similarly, movement features may be 
stressed more clearly in the course of 
the drawing than in a verbal descrip- 
tion. The patient who saw “two ani- 
mals,” was asked to show how he saw 
them. He then pointed out, “the head 
and the feet and the body.” While 


drawing he went on to elaborate and 
told the examiner that “this leg is 
stretched way back because he seems to 
be jumping on something.” 

Texture is one of the most difficult 
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determinants to elicit, if it is not in- 
cluded in the spontaneous response. A 
patient was asked, “Do you see the 
animal skin fur-side up or fur-side 
down?” He replied that it was fur-side 
up. He explained .that one would not 
see the eyes and ears if it were any 
other way. However, in drawing the 
image the patient who considers texture 
a part of his percept usually indicates 
this fact without being prompted. 
Identification of the better than aver- 
age Form Responses has been a topic of 
much disagreement and comment among 
Rorschach workers. Rorschach him- 
self considered it of greater importance 


than do some of the current workers. © 


Many recognize that the concept varies 
from worker to worker, and thus find 
it difficult to establish criteria for classi- 
fying such responses. Attempts to 
establish criteria for “Form Responses”’ 
on statistical grounds have not been 
successful. In many instances the judg- 
ment is dependent upon the fluency with 
which the individual expresses himself 
and the extent to which he elaborates 
his concept. In the Graphic Rorschach 
technique we find a means of comparing 
responses objectively, so that the form 
accuracy level can be determined with 
little hesitation. It is not difficult after 
a brief experience with the observation 
of drawings to recognize those re- 
sponses which are more accurate and 
complete and those which fall below the 
average standard, without depending on 
the chance factor of how facile the sub- 
ject is verbally. 

Piotrowski (10) discussing 
Graphic Rorschach states: 


the 


“It seems that the author’s differentia- 
tion between balance and imbalance be- 
tween blot and concept is a graphic repre- 
sentation of the difference between Form 
Plus (F +) and Form Minus (F —). 


An F + response is a visual image of 
good quality, fitting well the respective 


blot, by which it has been suggested. 


‘Acuteness in the perception of the objects 
and a marked consciousness of assimila- 
tive effort in the experiment are seen to 
go hand in hand’ (Psychodiagnostics). 
On the other hand, when the subjects will 
not, or cannot, adapt their images to the 
interpreted blots, when they are not con- 
scious of the assimilative effort required 
to produce F + responses, then we have 
an imbalance between blot and concept, 
or F — responses. The Graphic Tech- 
nique appears to be essentially a graphic 
form response; it is also a graphic color 
response and thus may be very helpful in 
the scoring of the colored interpretations.” 


Grassi and Levine (3) define blot 
and concept to mean the following: 


“First, there are the attributes of the 
visual stimulus, all the formal structural 
elements of the blot itself, apart from any 
interpretation of the blot. Briefly, one 
refers to this as ‘blot.’ Next, one deals 
with the particular image perceived, the 
object which the patient has described in 
the blot in his verbal report. Finally one 
must consider the patient’s generic con- 
cept of the class of objects to which the 
particular image perceived belongs—the 
images and ideas which he associates with 
a generalized or abstract representation of 
such objects. (The patient’s generic con- 
cept is individualized, and may differ from 
person to person; it need not necessarily 
coincide with the universal generic con- 
cept.) Briefly, one refers to this as ‘con- 
cept’.” 

Following Piotrowski’s suggestion 
that the Graphic Rorschach technique 
may well be used to establish the exact 
form level of all responses, the follow- 
ing method is offered. All responses 
showing a balance between concept and 
blot may be tabulated as F + responses. 
Graphic responses derived solely from 
the concept with little or no relation- 
ship to the blot features, as a whole, 
may be scored as F — responses. Blot- 
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dominated responses, as a whole, may 
be scored as pure F responses in that the 
response is on such a “concrete lev_!” 
that it approaches an F — response. 
However, careful analysis must be 
made of all blot-dominated responses in 
that many of them will definitely fall 
into the F — category. The degree of 
relationship between the blot features 
and the verbal report must be deter- 
mined. If no relationship exists be- 
tween the blot features and the verbal 
report the response may be tabulated as 
an F — score. If a blot-dominated re- 
sponse does exhibit some degree of re- 
lationship between features of the blot 
and the verbal report, a rating of F is 
justified. However, it must be kept in 
mind that the occurrence of a great 
number of such borderline responses is 
indicative of psychopathology. If a 


subject reports verbally that Card I rep- 


resents a butterfly and in representing 
his response graphically shows extreme 
blot-dominance to the extent that a 
great number of irrelevant details of 
the ink blot are included in his draw- 
ing, he may receive a rating of pure 
form. Obviously his drawing shows 
use of form of a borderline quality. 
However, since some relationship exists 
between blot and verbal report, form 
cannot be considered ignored and an 
F — response is not justified. On the 
other hand, if the same response ‘‘but- 
terfly” is given to Card VIII and the 
patient’s performance is identical to the 
above, he would be recorded as obtain- 
ing an F — response in that the card 
does not lend itself readily to such an 
interpretation. In this instance there 
would be very little relationship be- 
tween the verbal response, the drawing 
and the ink blot features. 

Content is usually the simplest prob- 
lem of scoring. Graphic representa- 


tions offer little here, except in unusual 
cases. However, it is of great aid in 
testing patients whose command of 
English is limited, or in certain speech 
disorders such as aphasias. Unusual 
responses occurring from time to time 
do not always reveal the true content. 
The following is an example of such 
a response given by a patient to Card 
III, “This looks like the sign of a 
country honoring its dead.” It was 
absolutely impossible to determine the 
content of this response; the patient’s 
explanation and elaboration seemed to 
make the picture more confusing rather 
than clear. The subject explained as he 
drew, “I take all of the black and put it 
together like this in a box (coffin) and 
then I take all of the red and put it like 
this in the shape of a cross above the 
box . . . there, that is the sign of a 
country honoring its dead.” His 
Graphic and verbal commentary clari- 
fied the obscure verbal report. In such 
obscure original responses the graphic 
representation is extremely important. 

Popular responses are greatly clari- 
fied by the Graphic technique. How- 
ever, the tremendous variability ob- 
served in representing graphically the 
same popular response by different in- 
dividuals may cause us to speculate 
whether the verbal application of a same 
name to a percept is sufficient proof 
that all of them perceived it in the 
same way. By the use of the Graphic 
Rorschach we are certainly much better 
able to evalute the extent to which the 
subject responds to the obvious, and 
whether he reacts in an undifferentiated 
manner. 

In addition to clarifying the main 
Rorschach scoring categories, Iccation, 
determinants, content, popular or orig- 
inal level, the Graphic is useful in clari- 
fying the various pathological features. 
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For instance, the literature offers many 
discussions concerning differences be- 
tween schizophrenic and organic per- 
severation. The Graphic Rorschach 
clearly demonstrates the difference in 
that the schizophrenic type of persevera- 
tion manifests itself in identical draw- 
ings for all cards without regard for the 
blot features. The schizophrenic who 
sees “part of my body” in each card 
draws identical anatomical structures 
which haven’t the slightest resemblance 
to the blot and therefore are called 
“concept-dominated responses.” The 
organic, on the other hand, perseverates 
in “‘blot-dominated responses.” He may 
give the same name to several or all of 
the ink blots, however, his graphic rep- 
resentations have no resemblance to the 
verbal response but rather are exact 
reproductions of each ink blot. There- 
fore, it can be said that the schizo- 
phrenic and organic types of persevera- 
tion are distinctly different, the former 
being ‘“‘concept-dominated” and _ the 
latter being “blot-dominated” in the 
graphic representation of the verbal 
Rorschach response. 

It is of some interest to note the view 
taken by Klopfer and Kelley (6) on this 
point. They say, in their discussion of 
organic perseveration : 


“Perseveration may also occur in some 
cases of dementia praecox, but in this 
type of perseveration the praecox patient, 
having a fixed idea, utilizes the actual 
form of the card more frequently and at- 
tempts to mold the perseveration to the 
card. In the organic perseveration, the 
differences among the individual cards 
seem to matter little to the patient.” 


This is the exact opposite of our find- 
ings. In a considerable number of 
records of both organic and schizo- 
phrenic patients, the trends have been 
consistently as described above, and 


there has been no evidence of the 
features described by these two authors. 
The ten drawings in Plate 1 were ob- 
tained from different subjects to illus- 
trate the fact that though several in- 
dividuals may give the same verbal 
response to the same card, their re- 
sponses actually are not identical, in 
fact, they may be totally different. An 
explanation of each drawing is not 
necessary; suffice it to say that each 
patient gave the response “bat” to Card 
V. Ordinary Rorschach scoring would 
have labeled all responses as of equal 
quality since the response “bat’’ is con- 
sidered the popular response to that 
card. There is no doubt that these ten 
drawings should not be assigned the 
same value. By employing the Graphic 
Rorschach adequate differentiation is 
made possible and correct weight values 
can be assigned to each response. 
Aside from establishing correct and 
more accurate evaluation of a response, 
some of the drawings reveal hidden 
material which can only be obtained by 
the Graphic Rorschach procedure. 
Drawings IX and X are illustrative of 
this point. One patient who claimed 
that Card V was a bat stated as he 
drew, “I’m drawing the body now . . 
he has buttons on his suit. I'll put horns 
on him because he looks like the devil. 
Now I’m drawing the wings . . . they 
come off here where the arms should be 
. . . let me see, yes . . . looks like the 
devil with wings on it.” After com- © 
pletion of the drawing the patient spent — 
several seconds looking at the card and © 


then remarked, “I don’t know what © 
there is about that drawing but it really ~ 
reminds me of my father.” The sig- | 
nificance of the patient’s parting re- 
marks is obvious. 

Another patient (Drawing X), re- © 
sponded “A bat, flying” and actually ~ 
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followed the blot features quite well 
except for a few modifications and ad- 
ditions which completely altered the 
significance of the response. The 
Graphic production revealed some like- 
ness to a bat; however, upon close 
analysis the sexual features of the draw- 
ing became obvious. The patient’s 
entire record was similarly colored. His 
verbal responses were mainly of the 
popular level; in his Graphic repre- 
sentations he added and modified so 
that each response took on sexual 
significance. 

The interesting point here is that his 
sexual conflict was not revealed in the 
verbal Rorschach record nor was it 
revealed by a thorough and detailed 
psychiatric examination. Upon ques- 
tioning, the patient admitted his desire 
to conceal his sexual difficulties. 

Space does not permit additional ex- 
amples and illustrations ; suffice it to say 
that such responses appear quite fre- 
quently. Maladjusted individuals re- 
tain sufficient insight into their conflicts 
to try to mask their difficulties. By 
employing the Graphic Rorschach as an 
additional tool a more accurate evalua- 
tion of a subject’s Rorschach record 
can be made. 

Finally, having now evaluated the 
customary aspects of Rorschach scor- 
ing, using drawings as a supplement 
and guide to greater accuracy and finer 
differentiation in each of them, we can 
complete the picture with evaluation of 
the blot-concept balance. Thus the 
Graphic Rorschach is truly a supple- 
ment to the Rorschach technique in 
more than one sense. It not only 
supplements the evaluation of the 
Rorschach record at each step of the 
usual procedure, but now adds another 
sphere of evaluation to supplement the 


total picture. 
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CONCLUSIONS 


1. The Graphic Rorschach is a 
valuable supplement to the orthodox 
Rorschach procedure. As a supplement 
technique it makes it possible to perceive 
the patient’s response more adequately 
and clearly. 

2. The main Rorschach scoring 
features, location, determinants, con- 
tent, popularity or originality, are 
clarified, and arbitrary elements are 
eliminated. 

3. The Graphic Rorschach commen- 
tary presents an additional source 
of significant material as the patient 
informally expresses his associations to 
his percept. 

4. Perseverative trends are exhib- 
ited, and are evaluated for differential 
characteristics which distinguish or- 
ganic and schizophrenic disorders. 

5. So-called popular responses are 
clarified, and the method offers a means 
for establishing of objective criteria for 
genuinely popular aspects of these re- 
sponses. 

6. The Graphic Rorschach permits 
finer differentiation between F — and 
E+. 

7. The Graphic Rorschach not only 
supplements the usual scoring proce- 
dure, but offers a supplementary sphere 
of evaluation of the response in addi- 
tion to the usual procedures. 
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AN ILLUSTRATION OF NON-DIRECTIVE PSYCHOTHERAPY* 
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Non-directive counseling is a definite, 
unique kind of psychotherapy. It is a 


process consisting of specific steps and. 


techniques, by which a person is enabled 
through verbal release and clarification 


of his feelings to gain understanding 
and acceptance of himself, .and insights 
into how to solve or cope with his 
problems. 

This non-directive counseling process 


can perhaps be better understood 
through a consideration of the roles 
played by the therapist and the client. 
The counselor’s role is one of structur- 
ing and of reflecting feeling. To struc- 
ture the situation is to explain or define 
for the client what his own and the coun- 
selor’s roles are and what he may expect 
of the counseling relationship. The 
therapist creates an atmosphere in which 
the client is free to be himself, to talk 
about problems or things which concern 
him in his own way, at his own pace, 
and for his own purposes. He helps 
the client to work out his problems 

* This is the point of view and process de- 
veloped by Dr. Carl R. Rogers a presented 


in his book, “Counseling and Psy ...vtherapy,” 
Houghton Mifflin Company: 1942. 


through the clarification of expressed 
feelings. The client is under no com- 
pulsion or coercion to reveal himself 
except for that created by the inner 
pressures or tensions for which release 
is sought. 

While in the beginning or initial con- 
tact the structuring is verbal, the most 
significant aspect of this process is the 
subtle experiencing by the client of the 
counselor’s permissiveness and complete 
acceptance. He experiences too the 
limits of the situation and of the rela- 
tionship. As he is able to accept and 
assimilate these limits, he experiences 
growth in independence and ability to 
follow through in his role as a respon- 
sible participant in the counseling. 

Undoubtedly the major responsibility 
and function of the non-directive ther- 
apist is the reflection of the feelings the 
client expresses. To reflect a feeling is 
to mirror it in the sense that it is “given 
back” to the client in a way that he can 
catch its image. To reflect the feeling, 
the counselor must first of all “catch” it 
and then verbally express it. Prefer- 
ably the reflection should be in different 
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language than that in which the feeling 
was originally stated. A point which 
cannot be over-emphasized here is that 
it is the feeling and not the content of 
what the client is saying that is reflected. 
Another point is that reflecting a feel- 
ing is not just naming or describing it. 
The skillful counselor catches the depth 
or tone of the feeling and reflects it as 
deeply and intensely as the client has 
expressed it. 

It is in this process of reflecting or 
mirroring feelings that non-directive 
counseling differs from other psycho- 
therapies. The non-directive therapist’s 
role is limited to this kind of function, 
which means that it becomes automati- 
cally incompatible with the generally 
accepted process of the direct treatment 
such as diagnosing, evaluating, advice- 
giving, reassuring, goal-setting, etc. 

Earlier in this paper it was brought 


out that structuring was defining the 
client’s as well as the counselor’s role. 
The client was said to be an active, 
responsible participant in the counseling 


process. This is almost an understate- 
ment because otherwise there could be 
no non-directive psychotherapy. The 
counseling process is client-initiated. 
The client seeks help. . This means he 
recognizes that he has a problem and 
needs help in solving it. This implies 
also the recognition of his responsibility 
for doing something about his problem. 

In a counselor-structured situation 
the client presents his problem, releases 
his feelings. Usually negative feelings 
come out first. As these are fully 
accepted and reflected by the counselor, 
they become clarified for the client. 
There is usually then an emergence of 
positive feelings, although not always 
in the same areas in which the negative 
feelings have been expressed. These 
positive feelings are also accepted and 


reflected and clarified. Thus all ex- 
pressed feelings, whether they be nega- 
tive ones of guilt, hostility, resistance or 
positive, pleasant, constructive ones, are 
handled in the same manner. As his 
attitudes are accepted, reflected and 
clarified, the client becomes able to 
accept them as his feelings and himself 
as a person who does feel such-and-such 
a way about things. 

With a new degree of self-acceptance 
the client gains new insights, or new 
perceptions, or new understandings of 
his motivations and behavior. There is 
also a gradual development.of ability to 
make choices and decisions. With the 
resulting gain in self-confidence, there 
usually comes a deeper self-exploration 
and self-understanding. The client be- 
comes able to make truer evaluations of 
his needs and goals and his methods of 
seeking their fulfillment. Usually, too, 
with these newly gained insights, comes 
a projection of new goals and_client- 
initiated next steps for their attainment. 

A basic assumption of non-directive 
therapy is that an individual who has a 
problem and wants help in solving it 
has capacity for growth and is moti- 
vated in the direction of growth and 
further development. Another assump- 
tion is that an individual who has a 
problem has the responsibility for work- 
ing out his problem. He can be helped 
to understand himself and his problem, 
but any solution of it will have to be his, 
arrived at in his own way, in his own 
terms and for his own reasons. 

A distinctive characteristic of coun- 
seling is that there is no history taking, 
no questioning or probing for informa- 
tion about the client’s past. Attention 
is focused on the client and what he 
brings to the present situation, how he 
feels about it. The history is consid- 
ered as important only to the extent to 
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which and the way in which the client 
presents and discusses it. Again, it is 
how he feels about things in his past life 
and how he accepts these feelings that is 
significant, The past is important for 
therapy only as it is being relived in 
the counseling situation. 

In the following case all that the 
therapist knew about this client, prior 
to counseling, was that she was sixteen 
years of age, of average intelligence 
and had experienced social case work 
and psychiatric services prior to her 
commitment to the Bureau of Juvenile 
Research for study. 


Case of Jane—Age 16 
First Interview 


S. brought two photographs with her 
which she showed to the Psychologist who 
introduced us and when the latter left she 
said she wanted me to see them too. I 
commented that they were fine pictures. 
She explained that they were of her 
brother and sister and she placed them 


out of sight and “settled back” as if to. 


ask what was to come next. 

C. Perhaps you wonder why you were 
sent for this morning.’ 

S. Yeah, I’m to come over to talk with 
you for an interview. What do you want 
to know? 

C. Well, this is to be a different kind 
of interview. It will be about what you 
want to tell me rather than anything that 
I would ask you. In other words, it will 
be an hour which you can use to talk about 
your problems—things that bother you— 
uh - - how you feel about things—things 
that you may be worried about.’ 

S. (Slight pause). I don’t know where 
to begin from. ‘ 

C. It’s hard to know where to begin. 


1By her gesture of settling back and her 
question, the client indicated her intention of 
letting the counselor carry the responsibility 
for the interview. Instead of drawing her out, 
or otherwise directing the interview, the coun- 
selor structured the counseling situation as some- 
thing different from other interview experiences 
in which she had been questioned. Here it is her 
responsibility to take the initiative; to talk out 
what is important to her. 


S. (laughs). I don’t know where to 
start. Uh, would you like to hear how | 
got in trouble?—or what’s bothering me 
now? (nervous giggle.) That’s right you 
just said I could talk about anything 
that was bothering me. Uh—I ran away 
from home—four days—the reason why 
is that I got pretty disgusted where | 
lived—I got into trouble with girls at the 
Court. They gave me another chance. 
I knew I wouldn’t be good so I moved 
into the Center with two social workers. 
My sister moved in too. I got fed up. 
(she tells about the bother of signing in 
and out where she was going, with whom 
and how long she intended to be gone— 
whenever she went out.) And then my 
boy friend—a boy I went to school with— 
we got a crazy idea—to get married. Well, 
that was before I had a chance to think it 
over. Then I realized that it would be 
crazy. He wouldn’t be here long, and | 
knew he couldn’t take me across on the 
boat with him—uhh—but what’s really 
bothering me is—I want to go home and 
make something of myself. I want to get 
back into school (words lost—tells that 
she was expelled from school, but theyd 
take her back now). I got expelled when 
I got into trouble. 

C. It’s been rather tough-going, run- 
ning away from home, living at the Cen- 
ter, getting into trouble and then being 
expelled from school. 

S. You said it! My aunt—my sister 
really has faith in me. Everybody there 
does. The psychiatrist there wants to 
work with me, the medical social worker, 
the Juvenile Court. Really what I want 
is to get back home and make something 
of myself. I’ve got diabetes—can’t work 
very hard—but I want to get a good job, 
get back in school and work afterwards. 
My sister works. I could work after 
school, I could buy myself the “extras” 
and save her money. If I could go home 
to —well, they’d understand me 
and they want to help me. 

C. You feel that the people there 
are really more understanding of you. 
You’d have more of a chance back there. 

S. (Agrees. Talks on that even the 
school principal who expelled her likes 
her, testified for her at Court). If I get 
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“Whack home—oh—it all depends on the 
‘Court and what they say here. If I get 
hack to I’m not going to have 
Qanything to do with my old friends. You 
Dknow those old friends weren’t really 
“Friends. They knew what I was doing 
but they didn’t put me back on the right 
Wrrack—they weren't friends. They let me 
v0 Oon—. 

> C. You feel that even your friends let 
you down. 

+ S. Not “even my friends” they weren’t 
Wiriends at all. You know my sister and 
brother had it even more hard than I, but 
they got a year in college even. (She goes 
Yon talking very rapidly about the good 
Vjobs her sister and brother have had and 
that it should really be easier for her than 
yit was for them.) 

+ C. You feel that they made something 
‘Yof themselves and that you can do the 
“same. 

S. Yes. I’ve done a lot of talking but 
“never did what I said. That’s why the 
) Judge and everybody—well, I’m here to 
see if I really did mean what I said (words 
“Slost—but she talks vaguely about a dia- 
 betic coma she had which made it neces- 
sary for her to be i% Hospital—she 
launched into another vague account of a 
_F serious ilness—pneumonta—her sister had 
—)” “All the time she was delirious she 
talked about me—she was so worried 
about me. She got sick worrying about 
me, you see. It was my fault. 

~ C. You feel that you had something 
to do with her sickness. 

| §S. That’s right. 

C. That it was sort of your fault. 

S. Yes—I caused my brother a lot of 
worry too. They’ve been too good to me 
to cause them trouble. I want to show 
them I can make something of myself. I 
want to prove it to myself too. I ought 
to, too. 

C. You feel that you owe it to them 
as well as to yourself to make good. 

S. (Crying). Not only to them—but 
to my aunt and uncle too. (Tells that she 
disgraced them.) The neighbors all talk 
about them, about me—they say, “Look at 
what you raised.” It wasn’t their fault. 
They did a lot for me. I just didn’t 
think before I did those things. 

C. You feel that it wasn’t really fair 
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for the neighbors to blame your aunt and 
uncle for what you did when it was your 
fault. You didn’t think first. 

S. Yes, I don’t pity myself. I can’t 
have my father and mother back. All I 
have is my brother and sister. I’ve got 
to do something for them. Why—you 
know (tells about the many sacrifices her 
sister has made to buy her things and try 
to make her happy). When she only 
earned $11 a week, she spent half of it 
on me. I’ve lost so much school work— 
for illness—two years. Maybe if I went 
to night school too, I could make some 
of it up. I live with my aunt now, I could 
study there. My sister moved out of the 
Center too. She wants me to go back 
to school. So does my aunt. I want 
to, too. I want to make up what I’ve lost 
and graduate. 

C. It’s awfully important to you then 
that you catch up on what you missed at 
school and then get ahead. 

S. That’s right. What was discourag- 
ing was that the kids wanted me to do 
things. I'd lay around the house. I’d 
want to do them, but I couldn’t. I just 
laid around home. My aunt didn’t think 
I was sick. She took me to the hospital. 
The doctors at the hospital said that there 
was nothing wrong with me but I knew 
there was. My aunt took me to a private 
Doctor. She found that I had diabetes. 
I’d be home sick the first part of the year, 
then about the middle the Doctor would 
write a certificate—in the middle of the 
year—that I could go back to school. 
(Tells about being behind the rest of the 
kids.) Of course I wouldn’t pass. Then 
I’d have to stay behind. Two classes got 
ahead of me—but then, now I am glad 
those kids have passed. They won’t be 
in the same class when I go back. They’ve 
passed on to Senior High. None of those 
kids will be at the Junior High when I go 
back. 

C. While it was hard and embarras- 
sing to have the kids pass on ahead of 
you in school, now you're glad they have.” 


2? This response is inadequate as it does not 
include recognition of the various feelings Jane 
has expressed about her health, the failure of the 
Doctors at the hospital, her sense of satisfaction 
and justification because of the diagnosis made 
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S. Yeah, I'll be with new kids (slight 
pause). My sister and Dr. recom- 
mended that I not be sent away. Now my 
sister wants me real bad. (Tells that the 
sister had left the Center before she had 
gotten into trouble—she wasn’t there to 
take care of her.) 

C. You feel that if your sister had been 
at the Center when you were, you 
wouldn’t have gotten into trouble. 

S. Yeah—but she left me in the care 
of two social workers (a grunt of disgust). 
One of them left twenty-five cents on a 
table and it disappeared. They thought 
I took it. Drilled and drilled me—reg- 
ular third degree. One thing I did get 
cured of though was stealing $3.50. I 
cured myself. I paid it back. I don’t 
know why I did that. I never stole like 
that before. I don’t intend to ever do it 
again. I don’t know what got into me 
that time. That is one thing that is just 


not in me—stealing. You know, the most 
important thing now though is to get back 
home and make something out of myself. 
If I were put somewhere or in a foster 
home—I just wouldn’t care to make 


something of myself—I would if I were 
with my sister—I’d feel that I just had to 
—that I’d want to—that she’d want me 
to— 

C. Your sister helps you an awful lot. 
She means a lot to you.’ 

S. My brother too. He has no police 
record. My sister too! Her record is 
clear. It makes me want to cry—to have 
a police record. I'll either make good 
or kill myself. 

C. You feel that you’ve disgraced them 
by having a police record. You've just got 
to make good.‘ 


by the private physician. The response made 
was confined to the client’s attitudes toward 
school and didn’t catch all of them. It is 
interesting to see how the client in the next 
response, completes the picture by adding “I'll 
be with new kids.” 

3A better response would have been, “You 
feel that while you can cure yourself of some 
things such as stealing, you'll have to be with 
your sister if you are really going to make good.” 

* The error in this response is one of under- 
stating or “under-reflecting.” The counselor 
caught the attitudes but having missed the tone 
or the depth of the feeling, was not able to 
respond to the girl's feeling that making good 


S. Yeah, not only them—lI’ve disgraced 
myself too. What I do now will decide 
my future life. 

C. You think that now is a most im- 
portant time. 

S. Now and from now on—(words 
lost—shifts to her health). I couldn’t al- 
ways do things because of my sickness— 
but—lots of people have poor health but 
they get along, even some movie actresses 
have sickness but they make something 
of themselves. 

C. Poor health has been a handicap 
for you but you feel that from now on it 
doesn’t need to be. 

S. (words lost, but—an alternative to 
making good is life in detention homes, 
jails, etc.) 

C. That kind of a future doesn’t seem 
very good to you. 

S. No. If I can go home and make 
something of myself, and live with my 
sister - - well, she’d do anything for me. 
You know, she has even been looking at 
an accordion for me. I’ve always wanted 
one and to take music lessons. My father 
was a musician. My sister wants me to 
be happy, wants to do things for me to 
make me happy. 

C. Your sister is even willing to get a 
musical instrument for you to help you 
be happy.® 

S. Yes. To be honest with you, it’s all 
my fault, what’s happened to me. It’s not 
my friends’ fault, or the people in the Cen- 
ter. I won’t blame them. I won’t get 
into that trouble again. I won’t let my- 
self.° 


is as vital and important to her as life itself. The 
counselor’s statement that Jane feels that she 
has disgraced her family and that she really 
must make good is a relatively pale and shallow 
reflection. 

5 This response is to the content of the girl’s 
comments rather than to the feelings she has 
expressed. 

® This response illustrates some important 
dynamics of non-directive therapy. As _ the 
client’s attitudes and her projections of blame 
for her trouble on to her health, her sister, the 
social workers, friends, etc., have been accepted 
and clarified, she has become able to accept 
herself as the responsible agent in her behavior. 
She has gained significant insight into the fact 
that she has been blaming others and that actually 
she, herself, has been at fault. She now sees 
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C. You feel that it’s your fault, what 
has happened to you, and that it’s pretty 
much up to you—what happens to you 
from now on. 

S. Not “pretty much up to me” it’s up 
to me—period. (She then talks about 
clothes—‘“‘you know nice clothes” that she 
has at home)—‘“things you take for 
granted until you have to wear the kind 
they do in Detention Home and here.” 
“There’s another thing—I’ll take better 
care of my things this time I’m home, if 
there ever is a “this time.” 

C. You're a little doubtful that there 
will be a this time. 

S. (Chokes back tears). 1 deserve to 
be sent away to the Girls Industrial 
School; I don’t want to go—but—but—if 
I do it’ll be because of what I’ve done. 

C. You feel that if this happens you’ve 
brought it on to yourself. 

S. It was because of the things J did 
(disgustedly). 

C. You don’t like yourself for having 
done them. 

S. But—if I had kept on doing them 
—kept on the way I was going—well, my 
aunt and sister would have been crazy 
by now. When I had to come here—my 
sister and even my brother-in-law cried. 
He told me not to worry, that I’d always 
have a home. That was when I left De- 
tention Home. When I was there, I used 
to cut out recipes from magazines for 
cakes and things that I knew they liked. 
They don’t look good to me, because you 
know I can’t eat them, but things that 
I knew they and my aunt and uncle liked. 
I thought that when I went home, I’d try 
them. 


herself not only as a person who is responsible 
for her past behavior, but who is self-determin- 
ing and who can now exert some self control. 
Another interesting phase of this response is the 
client’s statement “to be honest with you.” This 
is characteristic of the way many clients make 
corrections during the counseling process as they 
experience the permissiveness and the acceptance 
of the relationship. Being free to be dishonest 
or to misrepresent without censor or disapproval 
they are freed to be honest. They have nothing 
to fear. Nothing is at stake. They are not 
being evaluated or judged. They are being 
helped to understand and accept themselves. As 
this occurs there is almost inevitably a client- 
initiated “straightening things out.” 








C. You've worried them a lot.’ Now 
you'd like to cook nice things for them. 

S. Not only cook nice things for thern, 
do nice things for them. Oh, there arc 
so many things that I could do for them. 

C. You feel that there’s a lot you could 
do for your folks that would be different 
now. 

S. Yes. It makes me feel so good— 
sort of an inspiration to think about when 
I get back home—and then—I’m so down 
and unhappy when I think of maybe going 
some place- else. 

C. You feel either very happy, or 
very sad when you think of going: home— 
or— 

S. (Interrupting). You know I wanted 
to go for my punishment to—(an institu- 
tion for delinquent girls). That was what 
I was going to tell the Judge that I’d be 
willing to go there and take my punish- 
ment, but then my brother asked me not 
to. He talked against it. He said that 
if I ever wanted to marry a nice fellow 
I wouldn’t want to say that I had been 
there. He said that he wouldn’t marry 
his girl if she had ever served a term there. 
It seems like I inherit this from my 
mother—she’s dead, and may she rest in 
peace and all that, but she was in jail—lots 
of times. She went all to pieces drinking. 
My father got killed. They blamed her 
for that—and she just went from drink- 
ing to something else. I want to erase all 
of those memories of my mother though— 
when she was sober she was nice. She 
did sweet things; you wouldn’t of wanted 
a nicer person.* 


7 One of the most common criticisms of non- 
directive therapy comes in the form of joking 
about the frequency of the “you feel—”’ coun- 
selor-responses. This response illustrates the 
danger of not labeling or specifying a reflected 
feeling as such. This response, as stated, might 
easily be interpreted by the client as a judgment 
passed by the therapist. A better response might 
have been, “You feel that since you have wor- 
ried them a great deal, you would like to do 
something that would please them.” 

SIt is often helpful in developing sensitivity 
to feelings and skill in reflecting them to “pull 
out” from client-responses specific attitudes 
which have been expressed. This, is a particu- 
larly interesting release for this kind of an analy- 
sis. The client’s feelings here expressed are: 
(1) her need for punishment (2) her acqui- 
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C. You’d rather remember just the 
nicer things about your mother, but when 
you are in trouble you wonder if you in- 
herit it from her.® 

S. Yes, I guess I did, but I’m really 
glad I got stopped when I did, I’m glad 
I got sent here. But this isn’t a punish- 
ment. It’s nice here—but—uh—( pause). 

C. You feel that you need to be 
punished and this—being here—isn’t quite 
a punishment. 

S. That’s right—dbut punishment or no 
punishment, I want to get back home. I’m 
homesick. Any normal child wants to go 
home. : 

C. While it’s nice here, you’re home- 
sick. You think that any normal child 
would want to go home. 

S. Yeah. What was your name? I’d 
like to call you by name. 

C. Miss Madigan. 

S. Oh, yes. Do you think I should get 
to go home ?”” 


escence to her brother’s attitude toward the penal 
institution. For her to go there would disgrace 
herself and family further and spoil her chance 
for a good marriage. (3) Her fear of having 
inherited her “trouble” from her mother. (4) 
The suspicion or question of her mother’s part 
in her father’s death, and (5) ambivalent feelings 
toward her mother. 

® The variety of feelings released in this re- 
sponse and the conflicts between them create a 
real problem for the therapist. Should all of 
the expressed feelings be reflected? If so, how 
can they be? If not, to how many or which 
ones should he respond? On what basis should 
the selection be made? Naturally, in this as in 
a less complex release the response will depend 
a great deal on the sensitivity and skill of the 
therapist. Any emphasis the client may have 
placed on some particular area would also be 
important. An ideal response would be as com- 
plete a summarization of these feelings as is 
possible. In this instance the counselor caught 
only the client’s ambivalent memories of her 
mother—the fear of inheritance. It is interest- 
ing to note that when good rapport has been 
established significant feelings which have been 
missed or not adequately reflected reoccur until 
they are. Thus, usually an error of omission 
does not seriously impede the client’s progress 
if the counselor remains completely permissive 
and strictly non-directive. Notice, for example, 
in the remainder of this interview the restate- 
ments of problems and attitudes just expressed 
which the counselor’s response did not meet. 

10 Asking a direct question is often a subtle 


C. You wonder if I think that you de- 
serve to go home. 

S. Yeah. Oh there I go again—yeah 
—I mean Yes. 

C. Yow’re not sure you deserve to go 
home and wonder what I think about it. 

S. Yes, even though I don’t deserve 
it—me being so bad and having to be away 
and all, but I could go home, it would be 
different. I’m not just saying this, like 
I used to. 

C. You feel that you’ve changed. While 
you used to just say things, now you mean 
what you say (pause). 

S. I do mean it. When I go home | 
want to be put on probation. I don’t want 
to be on probation in a way—if I slipped 
I’d just as soon they put me in a cell and 
throw the keys away. Some of the kids 
in D.H. were on probation (she shudders 
and tells of some who were dope and drug 
addicts). All kinds of kids. That’s why 
I’d like to be a social worker or a police- 
woman—if I could help any kid to be 
good—if I can save her from some of 
those things—well, that’s what social 
workers do (Slight pause). But if you’re 
on probation they'll help you. 

C. You want another chance. You 
think it would be safer to be on probation 
where you could get help. 

S. Yes, if they didn’t trust me, I’d even 
report twice a week. It’s for people they 
don’t trust, you know. 

C. You think it’s people who can’t be 
trusted who are put on probation. 

S. That’s right. I don’t want my kids 
to know that their mother was a jailbird. 

C. You wouldn’t want your kids to 
think that of you. 

S. No. I know how it is to think that 
your mother was a jailbird. 

C. It’s awfully hard for you to think 
that about your mother. 


way of shifting responsibility to the counselor. ~ 
As a rule it is more therapeutic if instead of ~ 
answering the question by expressing opinion, — 
giving information, etc., the counselor can re- ~ 
spond as to any other statement of feeling. ~ 
Thus, in the next two responses as Jane’s uncer- ~ 


tainty as to whether she deserves to go home and E 
her desire to get the therapist’s judgment in the ~ 


matter are clarified she is able to express and 4 
accept her own deeper conviction that she does 
not deserve to go home. 
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S. That's right (looks out of the win- 
YWdow). But still there are some nice things 
“41 can remember. 

C. While you hate the thought of her 
eing a jailbird, there are some nicer mem- 
ories. 
~ S. That’s right, but the - - well we’re 
Wgetting off the subject. 
4 C. You feel it’s getting off the subject 
Wo talk about your mother. 
® S. Well, only in one thing is it on the 
Wsubject—her getting in jail so much— 
that is all that would be of interest here. 
C. You feel that the only thing we 
ould be interested in here is that she 
was in jail often. 
™ S. Yes, because I’ve been in jail, too. 
41 may get it from her. 
“ C. You're worried about what effect 
WByour mother’s being in jail has on you. 


S. (Cries). That’s right. 
C. (Pause). Do you want to talk 
about that? 


4 S. Well, she was good up until I was 
born. She never had a jail record. My 
brother and sister take after my father. 
WI take after my mother—lI’ve been in jail. 
™ C. You feel that you take after your 
other, especially now that you’ve been 
n jail.” 
S. That’s right, but I look a little like 
y Dad. He used to be so embarrassed 
“by my mother. We all had to bear the 
Wshame. I know what it is. Kids and 
“Mpeople talk about you, say your mother 
was a jailbird. 
C. It was pretty hard for you as a kid 
o have others say that your mother was 
a jailbird. 
S. (Pause). But I really have an urge 
73in me to make something of myself. I'll 
either make something of myself or I'll 
tye locked up and forget my family and 
ave them forget me rather than be dis- 
praced by me. 
C. If somehow you should get into 
rouble again, you don’t want to— 

S. (Interrupting). I want to be good 
and J’m going to be good. 


72 A better response would have been “you 
vonder what effect having had you—had on 
our mother—why she began to be a jailbird 
fter you were born—and why you take after 
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C. And you feel that that (the deci- 
sion) is real progress. 

S. That’s right. I know as I said be- 
fore that if they recommend that I’d be 
put into a foster home—or—uh—away 
from my home surroundings, I wouldn’t 
have the same feeling of wanting to get 
ahead—of making something of myself, 
but /’ll be good. I know now that if I get 
into trouble—uh if I need help, I can talk 
with someone. I never knew before that 
I could talk things over. 

C. You think that if you should need 
help now you could talk it over with some- 
one. 

S. That’s right. That’s all I’ve got to 
say today-—it’s enough too. 

C. You feel that you’ve said enough for 
today. (The hour is practically up.) 

S. (Sat back, looked at the notes, and 
said, pointing to them). Now what are 
you going to do with those? What all 
did you write down?” 

C. I was wondering if you would want 
to see them. (Motioned to her to look at 
them.) You see they are notes on what 
we've been saying this morning. Here is 
this part where we talked about—and here 
is—etc. I usually take notes as reminders 
so that before we talk again, I can read 
them and remind myself of what we said 
this time. 

S. Oh, that’s a good idea. 


72In regard to notes—the value of having a 
verbatim record of counseling interviews for the 
purpose of analyzing them for process is ob- 
vious. However taking notes during an inter- 
view presents a problem and sometimes con- 
flict for some therapists. They become guilty 
about having the client see them take notes— 
and fearful of impeding the progress of the 
interview. Note taking is an impediment only 


notes, and sharing them with the 
of therapeutic value. This has 
time and time again when 
pelle pie ge Dita Neg Fae 
rience with agencies has left them with a sus 
picious attitude toward records. One 
ster having cautiously reread the notes 7 
for several interviews, decided to keep 


vhs 


counselor so that wr 
would have a complete record. 
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C. Perhaps you'd like to see them later, 
too. You may if you wish. 

S. O.K. Will you bring them with 
you next week? 

C. (Agreed to do so). About next 
week, if you’d like to come back we could 
just save this hour for you. I want you 
to feel that it isn’t something that you 
have to do, but that if you want to, you 
can. 

S. Can we talk like we did this morn- 
ing? Do you know if I can go home? 

C. (Not verbatim). Yes, you can talk 
over your problems—anything that both- 
ers you like you did this morning. About 
going home, I want to explain that I won't 
have anything to say about that. That is, 
I think you should know that—that I’m 
not one of the persons who will decide 
about where you will go from here, or 
how long you will stay here. I'll just be 
here for you, and some of the others to talk 
things over with as we did this morning. 

S. Indicates that she does want to come 
again and so an appointment was made 
for the following week. 


Second Interview (one week later) 


C. How are things going? 

S. Ohhh—pretty good. 

C. Just pretty good, eh? 

S. Pause—I guess I haven't anything 
particular to say—all I could do is to 
answer questions. 

C. You’d rather I would ask questions 
—so you would know more what to say. 
S. Yes—what do you want to know? 

C. Well Jane—uh—I only want to 


18 While the counselor had been able to utilize 
non-directive counseling during this hour it 
seemed advisable to structure situation again to 
emphasize that voluntary participation by the 
client is essential. If she chooses to come again 
she is assuming some responsibility for the next 
interview. She is also having the experience 
of making a decision, which can be strengthen- 
ing in itself. In Jane’s response the question 
“Do you know if I can go home?” brings out 
a weakness in the original structuring. It would 
have been better had the counselor defined her 
own role more clearly in the beginning. It 
would have eliminated any need for Jane to 
try to make a favorable impression, or to win 
over the counselor to her way of thinking. 
Subsequent interviews indicate that this did not 
happen but it could easily have. 
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know what you would want to tell me 
—You see this time is to be yours to talk 
over any thing which you are concerned 
about—any problem that may be bother- 
ing you. It may be that there isn’t any- 
thing that you want to discuss. That's 
O.K. It’s just that you may if you want 
to. 

S. Hmm-—Shall I tell you about the 
problem I’m here for? 

C. If that is the one you’d like to.— 


pause—I understand that girls are sent . 3 


here when someone back in their home 
town thinks that they are problems or 
have problems. It’s really what you think 
is the problem that matters most. 

S. Well what used to be my biggest 
problem was to become a good girl. I 
know now that I don’t have to become 
a good girl—I already have. Maybe this 
isn’t anything to talk about—but I’d like 
to get me a nice job after school and earn 
my own money and learn how to spend 
it and how to save some—to learn the 
value of money. I never did that before 
when I was home. But that’s what I want 
to do the next time. 

C. You feel that one advantage of get- 
ting home again would be to get a job and 
learn how to handle money. 

S. Yeah. I forgot your name again. 

C. Miss Madigan. 

S. Miss Madigan, I want to ask you 
a question. Do you think it is wrong for 
me to be getting letters from my boy 
friend ? 1 

C. You wonder what I think about ~ 
that. 
about it—what do you think? 2 

S. Laughs—That’s the trouble with me ~ 
—I use my own judgment too much. : 

C. You feel you shouldn’t trust your — 
own judgment so much. 3 

S. It gets me into trouble. Well (tells 
about 2 letters from him, etc.) He means ~ 
a lot to me but not that much—that I © 
would want him to get me into trouble if 1 ~ 
shouldn’t be writing or hearing from him. ~ 
My sister thinks a lot of him too. He's © 
a perfect gentleman. He doesn’t smoke 7 
or swear—he’s clean-cut (words lost— ~ 
but she inquires again if I think she should | 
be corresponding with him). 





Does it really matter what I think 























C. You'd like for me to decide that for 





ou. 
: S. Yes. I don’t think I have had 
enough opportunity to know what is right. 

C. You’re afraid that you aren’t able 
to decide for yourself what is right. 

S. No. Well why won’t you tell me? 

C. If I told you what I think—it still 
wouldn’t be what you think, perhaps, and 
then it really wouldn’t be satisfactory for 
you. I think one has to decide a thing 
like that for herself, according to her own 
thinking. 

S. Well, since I’m here I think it is all 
right to have a boy friend but that I 
shouldn’t get too serious with him. I mean 
it’s all right to have one and to go to 
shows with him and stop and get some- 
thing to eat—and then go home—that kind 
of a date—but not see him every day and 
every night. 

C. You think it’s all right for you to 
have a boy friend if you don’t see too much 
of him. 

S. That’s right! But as I said before, 
I think lots of him—but not enough to 
keep me from going home. I do think 
a lot of him. He’s a nice boy—but that’s 
as far as it goes. But I miss home so 
much. Sometimes I cry myself to sleep 
at night thinking about home. I like him 
but ifi—well maybe—if it weren’t for him, 
I would be at home. 

C. You like him very much but think 
he may have something to do with your 
being here and not getting to go home. 

S. Yes he was in a way. If it’d not 
been for him—I wouldn’t have stayed 
away from home—he was on furlough. 
We planned to get married—until I had 
sense enough to think it over. I don’t 
| know—he really wanted to marry me— 
and I wanted to marry him. I wish he 
hadn’t been home on furlough then we 
wouldn’t have wanted to do that and I 
would not be here. 

C. You feel that if he hadn’t been home 
on furlough in the first place that idea 
wouldn’t have come up—and you would 
still be home. 

S. That’s right. I’m not boy-crazy like 
some of other girls my age. I think a 
girl should go around with fellows—but 
in a crowd of kids. There'll be plenty 
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of time when one is eighteen or nineteen 
to go steady and then think about getting 
married. What I need now—I’m only 
sixteen, is to settle down and stop this 
getting in trouble and become something 
worth while. 

C. You feel that the big problem right 
now is to be a good girl and make some- 
thing of yourself. 

S. That’s right—that’s just what I 
think. I have a letter from him. I'd 
like for you to read it and see if you don’t 
think he’s a fine boy. 

C. You'd like for me to read this letter 
and judge him for you. 

S. That’s right. And whether I should 
keep on writing to him and let him write 
to me. 

C. You'd like for me to decide that for 
you. You're not sure what you think 
about it and think if I’d read the letter it 
would help. 

S. Yes it would. I got that letter be- 
fore I came up here. He’s on a subma- 
rine. He’s even been promoted already. 
He’s overseas! I had to sneak that letter 
in. I hid it when they put my things away. 
I shouldn’t have done it. But I wanted 
to be able to read it. I don’t think they’ll 
find it. ' 

C. You're pretty proud of your boy 
friend for getting promoted so rapidly, and 
feel pretty guilty about having the letter 
with you here. 

S. That’s right. Well, if you don’t 
want to read the letter—vwell, that’s all 
I have to talk about, anyway—my boy 
friend and whether you think I should 
write to him. 

C. You feel that if I don’t tell you 
whether or not you should write to your 
boy friend—or don’t read his letter—there 
isn’t any more you want to talk about. 

S. Oh, I don’t mean that—Well, I did 
in a way. Of course, I want to write to 
him and receive letters from him—but I 
want to get out of this place too. I want 
to go home and if his letters will get me 
into more trouble I'll give him up. I 
want you to know that I’m not like some 
of these other girls—I don’t just have to 
have a boy friend—some of them are kept 
here because they do have boy friends. 

C. You feel that if having boy friends 
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is what keeps girls here, you’re willing 
to give him up. You want me to know 
that. 

S. I want you to see what a nice let- 
ter he can write. It’s not mushy. I do 
so want to go home. I pray for the best. 
I’ve had my physical examination already. 
That means that they must be about ready 
for me to leave. I’ll be sent back to Deten- 
tion home from here. If I had to go to 
GIS—well, I’d be so discouraged. The 
thing I want—the only place I really want 
to go is back to my sister. There I know 
I’ll be good. There won’t be any reason 
to try to be good if I’m not there with her. 

C. You don’t see much point in trying 
to be good, if you can’t be with your sister. 

S. 1 wouldn’t have any urge to change. 
They may send me somewhere else. They 
ought to realize though that I’d be better 
off with her and would be better able to 
keep out of trouble. 

C. You think it makes sense that you’d 
be better with her—and that they ought 
to be able to see it. 

S. Yes. I know I’ve done a lot of 
things. I deserve whatever they do to 
me. 
tion plans spoiled by being here. They 
ought to decide what they want to do with 
me. If it is to go home, they should let 
me know, so I could have a vacation with 
my relatives. Just staying here and waiting 
and nothing happening gets tiresome. 
They needn’t think I’m just going to sit 
around here a long time and wait for them 
to decide. They’ve had enough time al- 
ready. Just sitting here doesn’t get any- 
body anywhere. 

C. You feel that having to sit around 
here is getting to be too much of a good 
thing. 

S. No, not exactly. I wanted to come 
here in the first place. They asked me if 
I wanted to. I said yes if they thought 
it would help me. It isn’t as if I have 
some disease of the mind—or were feeble- 
minded. It’s helped me being here and 
thinking things over. . But thinking of 
home—I could just go crazy. I can’t 
stand being away from my sister. I don’t 
know why. If you want to make some- 
thing of yourself—you should do it at 
home. My home isn’t so bad. My aunt 
is the sweetest thing. She’s nice to me 


But anyway, I’ve had all of my vaca- 


(slight pause). I just feel worlds away 
from everybody here. 

C. You feel that while your decision 
to come here was a good one—being here 
has helped—the best thing that could hap- 
pen now is to get home where you could 
make something of yourself. 

S. That’s just it. You know if they 
want to send me to GIS and ruin my life 
that’s up to them. From the stories I’ve 
heard about that place, I’d rather die than 
go there. GIS is for girls who are going 
to have babies. I just started to make 
a mess of my life. They caught me in — 
time. Now I’d like the opportunity to go — 
home. 

C. You feel it’s up to them now. They 
could either help you by letting you go 
home—or ruin your life by sending you 
to GIS. 

S. Yes. The girls here are pretty bad 
(tells of some of their misdemeanors). | 
hate to think what they’d be there. I’m 
not as bad as some of these here even— 
in fact I’m really good—when I see what 
they’ve done. 

C. Compared with others and what 
they’ve done, you feel you’ve hardly been 
in trouble. 

S. Well, I wouldn’t say that. I’ve been 
in some pretty bad trouble. But com- 
pared with them—it’s been minor. But 
another difference is I want to make 
amends—but I can’t while I’m cooped 
up here. If I could go home I could—in 
fact, I’m counting on it. 

C. You feel that you want to make 
amends for what you’ve done and that 
you'll have to be home to do that. 

S. If these people could only under- 
stand that. If I’d failed all of the tests the 
doctor gave me, then she’d know there was 
something wrong with me. It isn’t as if 
I had committed murder. 
sister terribly though. It’s just as if | 
had put a knife in her heart. I’ve done 
other things too—but that’s the worst. 
I feel worse about that. = 

C. Compared with other things, you — 
feel that hurting your sister is the worst. 
That hurts you most, too. a 

S. Yes, and I want to prove to her © 
that I’m sorry and that I can be different. 
The girls in the cottage talk about smok- — 
ing and drinking. Sure, I know they’re © 





I’ve hurt my © 
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fun. I’ve done them too. I want to have 
fun—but not that kind anymore.—Where 
you have to sneak away with kids and get 
into all kinds of trouble. I want to have 
fun—but the kind you can do with older 
people too—and not have to be ashamed 
of. 

C. You feel that you’d like to have a 
different kind of fun now. 

S. In a certain sense—there has to be 
a limit to fun. I never used to know that. 
I’m going to tell my uncle not to spare 
If I need a whipping 
I want it—if I have to give it to myself. 

C. You feel that if you need a whipping 
you want your uncle to give it to you— 
that it’s important to be punished when 
you deserve it. 

S. It sure is. I won’t need it any more 
though. I’ve changed so much that I'll 















them before and didn’t get them. Now 
I won’t need them. 

C. You feel that you’ve changed a great 
deal in that respect. 

S. I know one thing—if they send me 
away I won’t try as hard to be good. I 
don’t want to be a jailbird. I know I 
did wrong—I deserve to be punished— 
but I’m different—If I were like I was 
before then they should send me there. 
If I could only talk to them like I do to 
you and explain, how I feel about things 
—maybe they’d understand me like you 
do. I’ve had three or four chances to run 
off but I didn’t take them. In the begin- 
ning I wanted to but didn’t have my own 
insulin. Now—I work in the hospital and 
could get it and go, but I’d rather stay 
and face what’s coming to me. If I did 
run and got caught—I’d just get packed 
off to jail somewhere and then there’d 
be no chance. I don’t want to leave here 
that way. 

C. Even though you feel they don’t 























% really understand how you feel about 





things, you’d rather stay and take your 
medicine and leave right. 

S. Yes. It’d be keeping me away from 
home longer in the end anyway. 

C. You feel you’d just be hurting your- 
self to run away. 

S. You see I’ve never had a chance 
to talk like this to anyone back home. 
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never need a whipping again. I needed. 





The judge, or the social worker, or the 
police woman. They all had so much to do. 
I guess they— 

C. You feel that if you had had the 
chance to talk with somebody back home 
like you have to me, things would be dif- 
ferent. 

S. They sure would. I never had a 
chance at court to talk to anyone. Of 
course, I did pull some raw things—those 
two social workers gave me a pain where 
a pill couldn’t reach. Do you think it 
was right that every minute they check 
up on you? Gosh—in spite of all that and 
making me toe the mark, I found plenty 
of chance and time to get into trouble. 

C. You feel all of that checking up was 
rather useless. 

S. Well—I do need checking up on— 
but not that kind. I’ve done some awful 
raw things in my time that had to be 
checked. 

C. You feel that you have done some 
pretty bad things which would make it 
necessary to be checked up on. 

S. (Grins). They had to. 

C. You made it necessary for them to. 

S. (Grins). Yes, some pretty raw 
things— 

C. (Pause). Do you want to talk 
about that? 

S. You mean what I did—you mean 
about smoking and drinking, stealing auto- 
mobiles, driving away in cars without li- 
censes on them, and staying out all night 
with boys and going to those night clubs. 
No, I don’t want to talk about that. I'll 
make amends though. I really mean it. 
That’s why I want to go home so badly 
—so I can. . 

C. You feel that you must be back 
home to make amends. 

S. I wouldn’t mind going to report to 
the probation worker. I’d be doing the 
right thing so it would be all right. Gee, 
I wish they’d tell me. 

C. It’s hard to just wait and not know 
what’s going to happen to you. 

S. I know even the Court back home 
hasn’t the trust in me that my family 
has. I’ve been trying to practice being 
good here so they could see that I really 
mean it. 

C. You feel that your record here will 
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help convince them that you mean busi- 


ness. 

S. Yes. I try hard. I’ve been getting 
along nicer with the matrons and the 
children. They trust me now. 

C. You feel that you’ve won their 
confidence. 

S. One matron in particular. She has 
helped me. She is really like a mother. 

C. You feel she treats you like a 
mother would. 

S. No, she doesn’t—but she talks to 
me and explains things to me and knows 
what I need. 

C. You find that she understands you 
pretty well. 

S. Are you a social worker? Do you 
go to college? Social workers—well some 
of them—are human. But instead of put- 
ting faith in a child and then seeing if 
the faith is deserved—they just don’t. At 
least that’s the way I feel about it. 

C. You feel the social workers you’ve 
known haven’t put faith in you. You 
wonder if I’m a social worker. 

S. Well, I do know that you put faith 
in me Miss——did too. (Yawns and 
apologizes—saying she stayed up late be- 
cause of a picnic.) I work in the hospital 
now. I like that work. That was sort 
of a promotion. 

C. One reason you like the hospital 
work is because you earned the chance 
to work there. 

S. Yes. That’s one step—I’ll keep 
on until I prove myself (pause). Gee I 
never knew that I could talk the way 
I have today—well the way I did last 
week too (laughs). You're really good 
—here I talk to you only twice and you 
have my whole history practically. I’ve 
told you all of my troubles and how I 
feel about things—I didn’t know how I 
felt about them myself before. You haven’t 
asked one question—I guess you haven’t 
had to. I’ve just told you everything J 
wanted to. Gee, I feel good (stretch and 
yawns ) .** 

** This and the following response are really 
choice illustrations of how valuable this uniquely 
different type of relationship has been for this 
client. Jane is right. Without any questioning 
or probing or history taking, she has revealed 


herself and those phases in her family and per-’ 


sonal history which have significance for her. 
She has shown as no one else could, the relation- 
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C. You find it’s been a new kind of 
experience to talk this way with some- 
one. 

S. I wish I’d known you last year— 
if I could have told you how I felt about 
things then—oh well I have now. You 
know my sister and brother are nice. 
I’m the black sheep in the family. Seems 
like there always a black sheep in every 
family—but I feel now that I don’t have 
to be. 

C. You feel that you have been the 
black sheep—but that now you can change 
your color. 

S. (Laughs). Gee — it makes me 
homesick just to think about it. (The time 
is up—she notices). 

C. How do you want it for next week? 

S. I hope I won’t be here next week, 
but if I am I’ll come over to see you. 

C. You'd rather just not be here, even. 

S. They’re trying to hurry me out be- 
cause of my diabetes. That’s all right 
with me. 


Third Interview (one week later) 


S. I was sick all of last week. 

C. Well I’m sorry to hear that Jane. 
Do you feel better now? 

S. Yes (tells of trouble—cold, etc.). 
I don’t know yet what they’re going to 
do with me. They haven't staffed my 
case yet. They probably—well they might 
let me go home if I went over and told 
them all the way I feel about things. I 
don’t want to do that—have to be beg- 
ging to go home. 

C. You feel that you don’t want to 
have to do that. 

S. Well they probably know — but 
when they want to tell me that will be 
all right. Now some of the kids would 
have been over there bothering them con- 
stantly to find out. 

C. You feel it isn’t worth bothering 
people to find out. (pause.) You don't 
want to be a bothering kind of person. 

S. That’s right. Here’s them letters. 
Two are from my sister and one from 
my boy friend and one from my brother. 


ship between her background and experience and 
her behavior. As she is gaining insight into the 
meaning her ‘history’ has for her, she is becom- 
ing less at its mercy and more of an independent, 
self-propelling person. 




















from the boy friend last. 

S. Now—is that a bad letter? 

C. What do you think about it? 

S. Well—I’ve got a whole lot worse. 
But he really was a good boy. Some- 
times when we would be going out—he’d 
invite my sister or my aunt to go with 


us—now if he wasn’t good do you think’ 


he’d do that? I don’t. 

C. You feel that that’s a sign that he 
is a good boy. 

S. He doesn’t swear. 

C. You feel that he really respects 


ou. 

: S. Yes, I like him well enough but I 
don’t want to go and get married. Some 
of the kids here are so silly. One girl 
nineteen fell in love with a boy 14. There 
are several others who do the silliest things. 
Now I see and reaiize how dumb I used 
to act at home when I see how she acts. 
I never was like that though. One of 
them got hysterical. 

C. When you see how these kids act, 
you understand yourself better—how you 
used to be. 

S. That’s right. One thing I can say 
is I’m proud of myself since I’ve been 
here—well the last few weeks anyway. 
I’ve got a lot of faith and trust in God 
and if it’s best for me, I'll get home. 
There'll be a change in me. 

C. You're pretty proud of the change 
that has taken place since you’ve been 
here. 

S. One real inspiration I had—my 
sister wrote that she was proud of me. 
She’ll have a lot more reason to be when 
I prove myself to her. I'll have to get 
home though to do that. Have to have 
a chance. 

C. You feel that the only way to prove 
that you are sincere is to get a chance to 
do so, at home. 

S. Yes, since I’ve been here I’ve had 
so many chances to run. It’s not in me 
now. I don’t get mad here like I used to. 
It seems as if God has put a new heart 
in me or something. When I see other 
kids up here, I’m so proud of what I am 
—what I’ve become. (Tells of another 
girl)—the only one I feel sorry for— 
whose father and mother are in jail and 
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she is headed that way—I wish my aunt 
could adopt her and make it nicer so 
she could have a chance. uh—uh (Pause). 

You know my mother was in jail for 
many years. I told you that. I thought 
for a long while that I may have inherited 
some of that stuff from her. I thought 
I took after her and my brother and sister 
took after my Dad. I did take after her. 
I’ve been in jail and Detention Home— 
which is really a jail too, and here. I’m 
sort of a jailbird too. I mean I used to 
be. I’m not now. I’ve thought a lot about 
that too. I mean I used to—since I told 
you—I don’t think now that I inherited 
it. Maybe I did but that doesn’t matter. 
Now I feel that that was her life. She lived 
there for years and died in jail even—but 
that was her life. I can make something 
different out of mine. I don’t have to be 
a jailbird just because my mother was 
one. I thought I would just become one— 
but I don’t have to. I’m not going to 
either. 

C. You are determined to make a dif- 
ferent kind of life for yourself—. 

S. (Interrupting). I certainly am. J 
can too. 

C. You're dead sure of that. You know 
now that you don’t have to be a jailbird 
like your mother. 

S. That’s right, Miss Madigan. And 
you know it too. I’m going to prove it, 
too. I don’t have to have that kind of 
a life just because she did—even if I do 
take after her—she’s dead and buried and 
she can’t have any influence on me now. 
I’m not going to follow in her tracks. I’ve 
tried that out—I’ve had enough of that 
kind of life—people always locking doors 
behind you. Having to be with girls like 
they have here and had at Detention 
Home. Being here has made a lot of 
difference in me. I’ve had a chance to 
think things over and to talk them over 
with you too. You know what some 
of these other kids back home need most 
—but they’d probably not admit it, is to 
come down here and do this same thing. 
And then they’d feel different too (Jane 
relaxes completely and continues right 
on talking). I know I did wrong and I 
was willing to be punished. I’ve been away 
for almost three months now. I think 
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that’s punishment enough. I’m really a 
different person and when I go home it 
will be different too—I mean I'll see it 
different because I’m different. When 
you’re away from home this long—you 
appreciate what it was and how nice it 
can be (tells about aunt, how she tor- 
mented her aunt, etc. but that she was a 
good sport. Continues right on about her 
uncle and his visiting her in D.H.). He 
said he’d try to get me out if I promised 
to be good. I told him then that I’d 
rather go to Columbus and face it. I 
hadn’t been able to be good before when 
I had promised him and my aunt I would 
be. He said that he’d take me back when 
I could come. He cried and cried. They 
really want me (continues to talk about 
her dog, bicycle, etc_—stops with a deep 
sigh.) 

C. You like those happy memories of 
home. 

S. I sure do and I’m confident that I'll 
get there some day. I don’t want to 
brag—but I do have the most sense of 
any kid here.—Ever since my parents 
were dead I’ve been getting in and out 
of trouble. 

C. You feel that your parents’ dying 
had something to do with that. 

S. Yes, I would have been disciplined 
more if my father had lived. He would 
have just used the slipper. He never would 
have let me get by. He’d have taken 
a lot out of me. 

C. You feel that your father would 
have corrected you and disciplined you 
and that would have prevented some of 
the trouble. 

S. I should say it would. I wouldn’t 
have ever known there was such a place 
as a Detention Home (tells of having 
fooled relatives ever since she was little 
—truancy, etc. When her aunt and uncle 
would decide to punish her the other would 
interfere and she learned just how to work 
them). One time when my aunt shel- 
tered me I asked her to tell my uncle 
that I had done wrong and that I didn’t 
know why but that I needed to be stopped. 
They laughed, but my uncle did beat me 
that time. I was glad and it did some 


good. 
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C. You feel when he actually punished 
you it was a help. 

S. Yes. It makes me glad in my whole 
insides to have a good family. They trust 
me. You know when I was making money 
—uncleanly—they found out about it.— 
They felt bad—but they said I could be 
better. They said I didn’t have to be like 
that. They stuck up for me. 

C. That gives you self-confidence to 
have them trust you and know that you 
can be a different kind of girl. 

S. That’s right. My brother’s been 
awfully nice too. He’s giving his time in 
the army. I think that he doesn’t complain 
although it means he must be away from 
home too. 

C. You look at being here as sort of 
being in the Army—away from home for 

S. That’s right. I’ve thought of run- 
ning away—but that would just take me 
farther away from home in the long run. 
If I can’t leave by the front door and enter 
my own home by the front door, too, I 
don’t deserve the chance to go home. (She 


changes the subject to social workers and 


policewomen). They never encouraged 
me—they’d say “what do you think.” (She 
talks on about the horrors of the Deten- 
tion Home—the awful kids, etc.) One girl 
—9 years old—had syphilis and had to go 
to the County Jail. I tell you if I ever 
get married and have kids—I’ll raise them 
so they won’t even know there are such 
things as syphilis and Detention Homes. 

C. You want your kids to have a dif- 
ferent kind of life too. You're going to 
take good care of your kids. 

S. I'll either be able to take good care 
of them and see that they don’t get into 
trouble—or not have them. Detention 
Homes and I are enemies. We'll stay that 
way. I wouldn’t want them to ever know 
I was there. Oh well—lI will have for- 
gotten it by then, too. It'll be all out of 
my system (sighs). Well—you know I 
certainly feel clean now—I feel like I’m 


cleaned all out now—clear down inside. 


I felt clean last week too—but even cleaner 
now. Gee—I feel swell. 

(The time is up—so we decide on time 
of next interview.) 





Excerpts from the 4th Interview 
(one week later) 


S. (tells of sister’s visit—very happy 
about seeing her and that her sister was 
proud of her and had been able to say, 
“7% “Jane, you've changed so—you never used 
* to think this way about things’). My offi- 
~* cer told me that she hoped I would get to 

go home—“She sees things like I do” —the 
way I do now, I should say. “I feel so 
“= much cleaner, Miss Madigan, now that 
all the stuff we talked about is out of my 
system... 

I have a lot more will power now. I used 
to bite my nails clear off. I decided to 
stop and I have. I just thought I’d test 
myself... 

When my sister left, she cried and cried. 
She hated to leave me here. I surely felt 
like crying too, but I decided that wouldn’t 

help matters... 

3 Even though I wanted to cry / controlled 

myself. That made me feel kind of good 
at a time when I felt so bad. She didn’t 
want to cry. She tried not to—but she 

= couldn’t control her tears... 

4 She brought me a letter from my boy 

friend. I told her to write back to him 
and tell him not to get too serious but if 
we were in love when we get older we 
could talk about getting married then. . . 

He asked me (in the letter), if it were 
true that I was in jail. He had heard it 
and hoped it wasn’t true. My sister said 

she wouldn’t tell him I was here if she 
were me. I don’t feel that way about it. 
4 1'm glad I got to come here. If I hadn’t 
i ‘been caught and hadn’t had this chance 
to think things out and talk to you like 
we have—why God knows what trouble I 
4 ight have been in. Now, I can be a real 
decent woman and get married and have 
ids and not have them get into trouble 
ike I did. Why, why should I tell him 
J wasn’t here? You know if any of those 
ids in ask me if I was here.— 
’m just going to tell them that I was 

d that if they have any sense, they'd 

ome down too... 
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“T'd like to be a social worker—or a 
policewoman. If I could help any of those 
bther poor girls to get on the right track 








NON-DIRECTIVE PSYCHOTHERAPY 51 


I sure would like to. They’re funny people 
in a way—they would have to have a 
soft spot in their hearts somewhere or 
they wouldn’t be social workers—bui 
sometimes you never see it. I don’t know 
though—sometimes you have to be tough 
with kids to be good to them. It was good 
for me that they got tough. You know, 
Miss Madigan I oughtn’t to be conceited 
but I’ve a feeling that I’ve changed into 
another person,—I’ve changed way down 
deep. I think God has helped me too. I 
couldn’t have changed this much if God 
hadn’t helped me. The first thing I do 
when I get out of here is to go to Churclr 
and thank God.—Not that I haven’t 
thanked Him here—I just feel so close 
to God now, I feel good and clean and 
that I can be close to Him.” 


“Just talking these things over with you 
—being able to get them all off my mind 
has helped, too. It’s a good idea to have 
talks like these. I wish all of the kids 
here could talk to you. You know it’s 
different. When you come over to talk to 
the other people who work here—you al- 
ways have to watch out that you don’t 
spill the beans. I’ve been telling the kids 
to ask to talk to you. Some of them said 
they’d like to change like I have.” 


“T hoped and prayed I’ll get to go home. 
But if I don’t—well—lI’ll just have to 
make the best of it. I’m going to be a 
good girl though no matter where they 
send me. It may be a while before I get 
to go home to live—but I'll make it. [ll 
prove that I’m worthy of it.” 


“Can I write to you and tell you what 
happens to me what I leave here?” 


The counseling ends on this note: 
that the Counselor will be glad to hear 
from her. As she was not sure when 
she would be leaving we left it that if 
she were still at the Bureau and ever 
wished to see me on Fridays, she could 
leave word. She was there about two 
weeks longer—but did not request an- 
other interview. 
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SUMMARY 


Counseling has been a real life, 
growth experience for this _ girl. 
Through the insights gained from the 
release and clarification of her feelings 
she has grown in self-understanding, 
self-confidence and self-determination. 

The case material just presented illus- 
trates the dynamics of non-directive 
psychotherapy. Within four inter- 


views, this client has presented her 
problem and released her feelings which 
were accepted, reflected and clarified. 
Jane gained insights into what, for her, 
were the component factors of her prob- 
lem. She was then able to move for- 
ward and project goals, and methods of 


attaining them, which were in keeping 
with her new concept of herself as a ~ 
responsible | 


socially acceptable, and 
person. 





DIRECTIVE PSYCHOTHERAPY : 


I. REASSURANCE 


JEAN STEWART ANDREWS 
Brandon, Vermont 


In terms of psychotherapy, reassur- 
ance means to restore confidence in 
another by assuring him of certain 
facts which were previously uncertain 
or unknown to him. Reassurance is a 
natural psychological antidote for the 
negative emotions of fear, worry, doubt 
and uncertainty. Through reassurance 
a person reestablishes confidence by 
being made sure or certain of facts 
which operate to remove fear and feel- 
ings of insecurity. To reassure is to 
restore faith and once more make pos- 
sible confident living. 

The art of reassurance has been so 
extensively practiced by physicians, cler- 
gymen, teachers, friends and relatives 
that it hardly deserves designation as a 
special technique in guidance unless it is 
so skillfully utilized as to go beyond 
ordinary common sense. Historically, 
reassurance is one of the oldest psycho- 
therapeutic methods, since men have 
attempted to reassure each other since 
time immemorial. No one would ques- 


From the psychology department of the Brandon State School. This is the first of a series of ” 


tion the efficacy of the loving mother q 
who reassures the distraught child by ~ 


rocking it to sleep with soothing words. 


It is a most comforting experience to be — 
reassured with love and hope whether — 
one is a frightened child seeking protec- — 
tion of its parents or an uncertain adult — 
seeking help in wartime against the © 
One of the © 
values of religion is the reassurance it — 
gives its followers that they are the ~ 
children of God and will receive protec- 
tion and help in times of need. Any 7 
technique of reassurance which restores | 

courage and confidence must be con- © 
sidered valuable even though its effects © 

be only transient and operative only on | 


uncertainties of existence. 


superficial levels of treatment. 


Unfortunately, objective studies o/ | 
reassurance are lacking in psychological | 
literature and little attention has been | 
given to the technique and indications © 
for its use. The method of reassurance | 
is perhaps the simplest of psychothera- 
peutic techniques and has recently come | 


studies on the technique of directive psychotherapy. 
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into some disrepute because of the un- 
satisfactory results obtained by poorly 
trained therapists using it crudely and 
without appreciation of its limitations. 
The method of reassurance has a valu- 
able place in the psychotherapeutic ar- 
mamentarium and need not be discarded 
because it is sometimes misused. It is 
the purpose of this study to analyse the 
technique of reassurance and to indicate 
its uses and contraindications so that it 
may be more effectively and objectively 
utilized in counselling and guidance. 


THE TECHNIQUE OF REASSURANCE 


Reassurance may be communicated 
from one person to another in many 
ways other than words. Reassurance is 
most effective when it is given on both 
verbal and behavioral levels, i.e., when 
actions support and reinforce the effect 
of words. Too frequently reassurance 
fails because verbal formulations are 
discovered to be erroneous by the pa- 
tient who quickly learns to disregard 
words which do not speak louder than 
actions. Reassurance is most consist- 
ently effective where the total environ- 
ment is manipulated in such manner as 
to restore self-confidence and give feel- 
ings of security. It is usually mos 
effective to support verbal reaseurancy 
on the intellectual level with behavioral) 
reassurance on the affective level in| 
order to reach both rational and emo-} 
tional levels of personality. For exam 


ple, the rejecting parent may give the. 


unhappy child repeated verbal assur- 
ances of love but fail to be convincing 
because of failure to reinforce the 
words with kisses and caresses which 
the child emotionally craves. 

A basic consideration in giving effec- 
tive reassurance is the degree of positive 
rapport which exists between counsellor 
and client. The client must have suffi- 


cient confidence in the counsellor to 
unhesitatingly accept what reassurances 
are given. Any conditions or circum- 
stances which enhance rapport will 
operate to reinforce the effect of reas- 
suring words or actions. The client- 
counsellor relationship has begun to be 
successful when the client gains enough 
confidence in the counsellor to begin to 
accept and act upon reassurances given. 

The Needs of the Client. It is per- 
haps not generally enough recognized 
that most patients have a genuine psy- 
chological need for reassurance that 
they are receiving the best medical or 
psychiatric treatment. Since financial 
cost is usually regarded as a most re- 
liable index of the value of anything, 
it follows that most patients are pre- 
pared and indeed demand to pay any 
reasonable sum to obtain the best treat- 
ment possible. Many patients appear to 
value and derive benefit from treatment 
in direct proportion to what it costs 
them. Free or inexpensive treatments 
are frequently unconsciously or con- 
sciously depreciated by the patient, 
while the sacrifice of paying heavily 
appears to give genuine satisfaction and 
reassurance. Psychoanalysts have rec- 
ognized this principle in their general 
refusal to conduct gratuitous analyses 
even for students. Financial sacrifice 
inclines the patient to regard the whole 
matter more seriously and to improve 
motivation, because most patients wish 
to secure as much as possible for their 
money. 

A psychiatrist was called in consultation 
to a little rural hamlet 75 miles away by 
the relatives of a 15 year old girl. A local 
physician had previously made a diagno- 
sis of schizophrenia and recommended 
commitment but the family refused to co-. 
operate and insisted on obtaining con- 
sultations with other physicians, osteo- 
paths, chiropractors, etc. On examining 
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the patient, the psychiatrist quickly veri- 
fied the correctness of the local physician’s 
diagnosis and made the same recommenda- 
tions. The relatives showed little inclina- 
tion to accept this advice and fell to 
debating among themselves what to do 
next. Somewhat irritated, the psychiatrist 
announced that his fee was $50. A dra- 
matic change occured in the family’s atti- 
tude immediately. They seemed convinced 
that the $50 diagnosis was certainly more 
correct than the $2 diagnosis of their own 
family physician and proceeded to carry 
out the advice without further debate. 


Similar comments may be made con- 
cerning anything which enhances the 
personal prestige of the counsellor. In 
proper taste, effective use may be made 
of suggestion, pomp and ceremony in 
enhancing the effects of reassurance. 
The ethical conscientious clinician fre- 
quently looks askance at the impressive 
office, elaborate equipment, dramatic 
professional manners and high fees 
which are utilized by some ultra-suc- 
cessful colleagues who are sometimes 
regarded as charlatans. These devices 
are effective because they subtly reas- 
sure the patient and his relatives that 
the utmost is being done and they are 
therefore satisfied with the results be- 
cause regardless of the outcome they 
can always reassure themselves that 
everything humanly possible was done. 
In spite of the critical attitudes of their 
professional colleagues, the ultra-suc- 
cessful practitioners have learned to 
minister to the psychological needs of 
their clients who seem to get value re- 
ceived for money spent. 

It is commonly recognized in medical 
practice that the mere presence of some 
physicians is highly reassuring to their 
patients. There are many clinicians 
who though extremely well-trained 
scientists are nevertheless ineffectual 
because they are unable to inspire 
enough confidence in the patient to get 


him to come for treatment. It is not 
the purpose of this paper to consider 
the factors contributing to an impres- 
sive professional manner but it may be 
suggested that effective personality and 
a quiet, dignified mode of speaking and 
acting are very reassuring to most pa- 
tients. Successful clinicians inspire 
such utter confidence that their clients 
are reassured that they are receiving the 
best possible treatment. Conversely, 
extreme youth or unprofessional con- 
duct on the part of the clinician will 
very seriously impair the effect of any 
reassurances which he may attempt to 
give. 

Similar comments may be made con- 
cerning the use of devices which keep 
the patient coming for treatment even 
though they are not a part of the coun- 
selling technique. A frequently encoun- 
tered problem in therapy is the patient 
who considers himself cured and dis- 
continues treatment as soon as super- 
ficial improvement or symptomatic re- 
lief occurs. It may be completely ethical 
to avoid premature termination of treat- 
ment by utilizing such devices as re- 
peated injections or treatments which 
reassure - the patient by presenting 
material evidence that something is be- 
ing done for him and that it is there- 
fore desirable to continue treatment. 
Perhaps more in psychotherapy than in 
other specialties is there a danger of 
terminating treatment prematurely be- 
cause the client becomes discouraged 
over the lack of immediate improve- 
ment and does not understand the neces- 
sity of patiently undergoing long and 
sometimes superficially unproductive 
periods of treatment. Even though 
reassurance has no direct effect upon 
the therapeutic outcome it may be very 
valuable in persuading the client to con- 
tinue tfatment long enough to allow 
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other techniques to operate. These con- 
siderations may be particularly impor- 
tant when it becomes necessary to per- 
suade reluctant friends or relatives to 
continue cooperating with a long expen- 
sive treatment. 

Factual Reassurance. Psychiatric 
studies of reassurance have empha- 
sized that it is most effective when it 
involves a factual presentation rather 
than expressions of opinion or mere 
consoling terms. Diethelm (1) points 
out that the patient’s own statements 
may often be reformulated or inter- 
preted in such manner as to provide 
reassurance by yielding new insights. 
As the client is led to reevaluate the total 
situation, it is appropriate for the coun- 
sellor.to emphasize reassuring facts or 
aspects which may give the client new 
orientation. 

Levine (2) gives a number of inter- 
esting examples illustrating how neu- 
rotic anxiety may be lessened by giving 
reassurance through intelligent conduct 
of the course of treatment. The ex- 
perienced clinician is frequently able to 
present new facts to the patient which 
logically contradict his anxieties and 
also provide emotional support in the 
sense that the patient derives a feeling 
of security from being treated by one 
who is recognized and respected as 
a competent personage. The client 
usually derives considerable reassurance 
from authoritative statements that he is 
not insane, not going to die, has a 
known disease and will probably recover 
with proper care. 

It is interesting to compare the effi- 
ciency of reassurance as given with 
varying amounts of factual support. A 
common situation is the one where the 
client turns to the clinician at the end 
of an interview and asks for reassur- 
ance concerning his progress. 








C. Is there anything else you wanted 
to ask about today? 

S. Yes.... Do you think I am get- 
ting any better? It seems as if we are 
just where we started. Sometimes I get 
very discouraged. 

C. Oh, I think you are much better. 
You should be congratulated on the 
progress you have made. 


Obviously this example represents 
the crude and probably ineffectual tech- 
nique of reassurance which has brought 
discredit and disillusionment to the use 
of the method. Unless the patient is 
very suggestible and uncritical, reas- 
surance of this type will probably pro- 
duce nothing more than a momentary 
feeling of well-being, since no amount 
of persuasion will cause genuine diffi- 
culties to disappear. It will be noted 
that the counsellor gave the client an 
opportunity to uncover any further 
problems and then effectively blocked 
further exploration of the causes of 
discouragement. In actual practice, 
however, it frequently seems desirable 
to give crude reassurance of this type 
particularly to patients with profound 
feelings of insecurity who constantly 
demand reassurance during early stages 
of therapy. Judiciously administered, 
words of encouragement and cheer are 
probably not harmful and may give 
just enough symptomatic relief to en- 
able the patient to carry on through 
moments of despondency and despair. 

The next example illustrates a situa- 
tion where the clinician is able to offer 
a logical factual interpretation which 
produces a reorientation of attitudes 
and offers effective reassurance on a 
symptomatic level. Miss W. is a 23 
year old single college graduate who 
came to the clinic in an acute anxiety 
state after the circumstances of a pre- 
viously well-concealed pregnancy had 
been discovered. Situations of the fol- 
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lowing type appeared repeatedly during 
the first three interviews : 


S. Last night I had the most awful 
feeling. I thought I was going to die. I 
suddenly felt that I couldn’t breathe. My 
breath would suddenly stop so long I 
didn’t know whether it would ever start 
again. (Cries) I can’t go through that 
again. You’ve got to do something for 
me. 

C. I think I understand how you felt. 
What you have is well known in medicine. 
I can assure you that these symptoms are 
alarming but not dangerous. 

S. But doctor, you simply can’t un- 
derstand how terrible these feelings are; 
not to know whether you are going to take 
another breath. There must be something 
the matter with my lungs. I want you 
to listen to them again. 

(At this point S became so agitated that 
it seemed wiser to reexamine her lungs. 
During the examination she gradually 
quieted down. ) 

C. Did you ever hear of anybody 
dying of such a condition? 

S. Well, yes. My girl friend told me 
about an aunt of hers who died in a spell 
where she couldn’t get her breath. 

C. How old was this aunt? 

S. I don’t know exactly. I guess she 
was about 60 or 65. 

C. The chances are she died of heart 
trouble which you definitely do not have. 
You are a young girl and your heart and 
lungs are all right. In fact, I want you to 
try something. Just try holding your 
breath and see if you can do it for more 
than a few moments. You can’t do it. 
Nobody ever died that way. 


This interview illustrates a situation 
where the client produces a question or 
complaint which is so subjectively up- 
setting that effective action must be 
taken if the client is not to break off 
treatment or become even more agi- 
tated. The patient was very much 
frightened about symptoms which she 
knew nothing about and which de- 
manded attention even before the un- 
derlying dynamic personality mecha- 


nisms were explored. The counsellor 
gave immediate reassurance that the 
symptoms were annoying but not dan- 
gerous and then went on to uncover the 
origin of the fears following which 
further reassurance supported by a 
logical explanation was given. This 
example illustrates how the physical ex- 
amination or any other diagnostic tech- 
nique may be used to give reassurance, 
particularly when the results-of the ex- 
amination are known to be favorable. 
Contrary to recent suggestions by 
Rogers (3) that adequate nondirective 
therapy may be undertaken without in- 
tensive case study, it is our opinion that 
intensive case studies and complete 
diagnostic examinations are essential! 
not only to evaluate the total situation 
but also to reassure the client that every 
possible thing is being done to solve the 
problem. 

Mr. F. is a 27 year old medically dis- 
charged veteran with a long history of 
social maladjustment and neurotic be- 
havior. He was referred to the clinic 
because of inability to hold a job and 
failure to cooperate with unemployment 
agencies. He opened his eighth weekly 
interview as follows: 


S. I’m pretty discouraged this week. 


It doesn’t seem I’m any better. 
I’m going crazy. 
Why do you say that? 

S. Well here it is six months since | 
left the army and look where I am. I’m 
all shot. 

C. What do you mean? 

(S went on to give a long résumé of all 
his physical disabilities and then stated 
he thought the government should give 
him a higher rating for percentage of dis- 
ability. He also expressed paranoid ideas 
of persecution against the entrenched 
greed of the home front which kept him 
from getting a “soft” job.) 

C. Which would you rather do, live on 
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a gererement pension or earn your own 
living ? 

S. I guess I would rather earn my 
own way but how can I the way I am 
now? I think the government owes me 
something, don’t you? 

C. Well, let’s see. You haven’t been 
in bed a day since you left the army, have 
you? 

S Ma Bet... 

C. And you are back living with your 
wife again even though things aren’t per- 
fect. And you seem to be earning some 
money working for your brother-in-law. 
The best thing is that you look and act 
better. Tell me the truth now. How do 
you feel compared with when I first saw 

ou? 

. S. Well, maybe things ain’t so bad 
after all. If only I knew I wasn’t going 
crazy that would make some difference. 

C. Well, I can tell you that you are 
not. I’ve had a pretty good chance to 
study your case and I can say that you are 
better, not worse. 
























It is apparent that Mr. F. came to this 
interview looking for sympathy con- 
cerning his disabilities, hoping to re- 
ceive support for his plan to request a 
higher disability rating from the vet- 
erans’ bureau, and perhaps genuinely 
worried about the possibility of losing 
his mind. This fear of insanity dated 
from a short mental hospital commit- 
ment eight years ago and was rein- 
forced one year ago when an exasper- 
ated army doctor told him that he was a 
“psycho.” No sympathy or support for 
obtaining a larger pension was given 
him but an attempt was made to reas- 
sure him concerning his general condi- 














reviewing certain facts indicating that 
he was gradually getting back to a use- 
ful existence. This reassurance did not 
materially influence the dynamic mecha- 
nisms of his psychoneurosis but it ap- 
peared to provide sufficient symptomatic 


relief to enable him to overcome his 
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gravest doubts, temporarily at least. It 
seems important to stress that giving 
symptomatic relief may facilitate the 
progress of treatment even though the 
underlying psychopathology is not mod- 
ified. The temporary relief from dis- 
tressing symptoms facilitates the treat- 
ment as a whole, in that the patient sees 
some progress, gains confidence in the 
therapist, and becomes accessible for 
more intensive depth analysis. 

Affective Reassurance. In the im- 
personal contacts of modern medical 
center practice the affective needs of 
the patient are easily overlooked. Too 
often the clinician becomes irritated at 
the exasperating client who makes ex- 
cessive demands for attention because 
of deep-seated needs for security, love 
and protection. An astoundingly large. 
number of patients have an acute need 
for reassurance that they are loved and 
important to someone in the world. 
Usually their selfish exasperating be- 
havior may be understood as a protest 
against the rejecting attitudes which 
they have encountered in life. 
| R. A. is a 10 year old deaf, mute boy 
who was committed to the state school 
for mental defectives after he had bepome 
an impossible behavior problem at a 
privately endowed orphanage. At the 
orphanage he was very aggressive and 
cruel to other children, generally disrupt- 
ing their play by starting fights, kicking, 
biting and breaking up toys. The matron 
and attendants could do nothing with him, 
as all forms of i t had no effect. 

The day of his arrival at the state 
school he had to be dragged out of the car 
by three adults. On entering the dispen- 
sary he. uerock Gi pues @ ee iow te 
the chest immediately after which he was 
given a light slap on the head at which he 
burst into tears. 


Operating on the theory that his mis- 
behavior was a protest against previous 
rejection and lack of affection, R. A. was 
quietly but firmly handled) He was 
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greeted with smiles and brief masculine 
caresses such as having his hair ruffled 
up or his shoulder squeezed. Good per- 
formances were rewarded by pats on the 
back and praising gestures. In short he 
was given to understand that he was a 
valued member of the group. His aggres- 
siveness and overactivity rapidly disap- 
peared and were replaced by an almost 
pathetic desire to learn and be useful in 
the school community. 


This case is cited as an example of 
how affective reassurance can be given 
solely by non-verbal means of com- 
munication. This child received affec- 
tive reassurance for perhaps the first 
time in his life and this proved to be a 
major therapeutic tool. Even though 
this child did not at first understand 
anything which was being said, he did 
understand the non-verbal reassurances 
which were given. For the first time 
in his life he received signs of security, 
friendship and affection from an im- 
portant personage in his world and this 
was all that was needed to stimulate his 
latent potentialities for civilized living. 

It is difficult to formulate in verbal 
terms those factors of personality which 
stimulate a positive affective response 
in other people. Almost all socially 
effective personalities have the ability to 
communicate positive affective attitudes 
to other persons who in turn respond 
positively and favorably. The clinician 
who assumes a smiling, friendly, non- 
critical manner has taken an important 
step in reassuring the client that here is 
an understanding person who will listen 
to one’s troubles in an affectionate sym- 
pathetic manner. Psychoanalysis is cor- 
rect in perceiving the value of strong 
positive emotional rapport which in- 
duces the patient to go through with 
the treatment, supported by mutual 
affection. Most patients are quick to 
sense a lack of brotherly love or nega- 
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tive emotional attitudes in a counsellor 
and this recognition destroys rapport 
and interferes with effective treatment. 


INDICATIONS FOR THE USE OF 
REASSURANCE 


Mental Deficiency. Much of the 
hopelessness which is typically asso- 
ciated with the care of mental defectives 
is related to a lack of understanding 
of the psychology of the subnorma! 
constitutionally inadequate personality. 
It has not been recognized universally 
enough that many mental defectives 
suffer from profound feelings of in- 
feriority, developing as a personality 
reaction to their inability to compete 
effectively against their superiors. Un- 
able to compete physically or intellect- 
ually and tormented in many little crue! 
ways which only children can devise, 
these unfortunate individuals revert to 
primitive regressive behavior which 
only increases the degree of maladjust- 
ment because of its asocial nature. 
After having once escaped from disci- 
pline, the mental defective secures his 
share of attention in many socially un- 
desirable ways such as clowning, ag- 
gressive behavior, stubbornness, delin- 
quency, etc. As their behavior becomes 


‘increasingly difficult for the community 


to assimilate, they encounter increas- 
ingly rejecting and condemnatory atti- 
tudes which result in the establishment 
of a vicious chain of events in which 
each successive asocial act results in an 
increase in repressive measures. 
Reassurance is a form of psycho- 
therapy which is particularly effective 
in dealing with persons who are menr- 
tally defective or very suggestible. The 
subnormal respond to crude forms of 
reassurance which would be questioned 
or rejected by the more intelligent. 
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They are usually starved for affection, 
praise and recognition, consequently 
they react most positively to anyone 
who reassures them of their worth and 
expresses affection. Those who have 
worked with mental defectives in daily 
contacts will know how important it is 
to maintain a friendly cheerful attitude, 
praising constantly even when unde- 
served, and frequently reassuring the 
child that his work is valued and appre- 
ciated. It is possible to surround the 
dejected resentful mental defective with 
such a massive barrage of reassurance 
as to transform him almost overnight 
into a well-adjusted individual operat- 
ing up to the limits of his ability. 

The following excerpt illustrates a 
short conversation between the school 
psychiatrist and thirteen-year-old D. T. 
who was committed to the school fol- 
lowing a succession of aggressive acts 
against superior schoolmates. 

D. T. How’m I doin’ Doc? 
putters around clipping grass.) 

C. Fine! Haven’t heard any bad re- 
ports about you in a long time. 


D. T. When do you think I'll be goin’ 
home? 


C. Don’t see how we can consider that 
now. How do you think we would get 
along here without you? 

D. T. Gee, I don’t know, Doc. I guess 
I’m one of the best boys around here, 
ain’t I? 

For the first time in his life, D. T. is 
experiencing some of the satisfactions 
of being liked and feeling he is some 
good to the world. In the beginning of 
his treatment reassurance was laid on 
thick and fast even in situations where 
he did not really earn it in order to 
build up a more positive and less de- 
fensive attitude. As his self-confidence 
grew with the passage of time, he 
showed less need for reassurance and 
less was given. 


(As he 
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Combating Anxiety. It is frequently 
possible to allay simple anxiety states 
by giving the client factual reassurance 
designed to correct misinformation and 
to counteract ignorance or superstition. 
Assailed with unsettling doubts, worries 
and anxiety over circumstances which 
are disturbing because poorly under- 
stood or seemingly unsurmountable, it 
is normal for people to feel discouraged 
and depressed over the trend of events 
at certain times in life. In psycho- 
therapy, treatment has begun when the 
patient recognizes that he has psycho- 
logical problems and derives confidence 
from the fact that a trained clinician is 
taking the case in hand. It is reassur- 
ing to know (1) that one is suffering 
from a known condition, (2) that other 
people have been so involved and have 
recovered, (3) that one is not insane 
and about to die or become worse, and 
(4) that the best available therapist has 
been obtained and is competent to treat 
the case. Reassurance of this type 
operates to relieve feelings of isolation 
and hopelessness in the face of the un- 
known. 

It is particularly important to give 
factual reassurance concerning matters 
about which the client cannot possibly 
be expected to have information and 
reach a solution by himself. Two brief 
case summaries will indicate the type 
of situation which frequently arises 
where a suggestible patient develops 
intense anxiety concerning facts which 
are misunderstood or misinterpreted. 

Case 1. A young boy was admitted 
to a general hospital for an appendectomy. 
The operation was a complete success but 
the boy became listless and seemed to fail! 


rapidly during the first 72 hours post- 
operatively. Finally his mother elicited 


the statement that he thought he was 
dying. The physician got the boy to talk 
and discovered that just at the end of the 
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operation the surgeon had said: “There’s 
still a little bleeder there but I can’t get 
it now.” Coming out of the anaesthesia 
the boy heard this remark and thought it 
to mean that he was slowly bleeding to 
death internally. 

Case 2. A 19-year-old college sopho- 
more was referred to the clinic because of 
a sudden unexplained seclusiveness and 
failure in her wor’. She seemed happy 
only when by hers *li and even avoided the 
young man to whom she was engaged. It 
was discovered that she had had illicit 
relations for some time over which she 
had never felt much guilt until she heard 
a male classmate state that a man could 
always tell by looking at a girl whether 
she had ever had relations. She sud- 
denly developed anxiety and strong feel- 
ings of guilt over the idea that everyone 
knew her secret. She responded well to 
simple reassurance and shortly afterwards 
began a happy married life. 


Superficial mild anxieties frequently 
respond well to skillfully given reas- 
surance which provides symptomatic 
relief and makes possible the treatment 
of underlying complexes by other 
methods. 

Feelings of Inferiority and Inade- 
quacy. In spite of the teachings of 
Alfred Adler it is not generally enough 
recognized among successful profes- 
sional men how widespread profound 
feelings of inferiority are. Particularly 
during periods of stress such as de- 
pressions or war, large masses of the 
population experience severe frustra- 
tion accompanied by feelings of inade- 
quacy and despair. Relatively few 
people have any real taste of wealth, 
luxury, happiness or true love such as 
they read about in books or see in the 
cinema. Life can be bitterly cruel and 
every little bit of reassurance helps 


in reestablishing morale and self-con-% 


dence. 
F. R. is a 21-year-old college senior 


whose academic career has been marked by the more sensational exploits of q 





by extreme variations in grades and 
achievement. Although scoring an I. Q. 
of 145, his high school record was ex- 
tremely spotty with grades ranging from 
failures in languages to almost perfect 
in mathematics. He barely passed the 
work of the first college year and failed 
4 out of 5 subjects the first semester of 
the second college year. Without benefit 
of outside counselling, his marks jumped 
to honor levels during the 3rd and 4th 
college years and he went on to become a . 
promising graduate student. 

Up until the 3rd college year, F. R. had 
never really tasted success. Never really 
happy because of poor physical develop- 
ment and an unprepossessing appearance, 
he had gone along without ever developing 
adequate motivation and frequently so tied 
up in his own conflicts as to be unable to 
devote proper attention to school work. 

The turning point in his academic 
career came when a sociology instructor 
became interested in him and indicated his 
belief that F. R. was a potentially brilliant 
student. F. R. was so stimulated by this 
surprising evaluation that he extended © 
himself to do excellent work and secure 
an A grade for the first time in his college 
career. : 


The case of F. R. is cited as an ex- 
ample of how even relatively gifted 
people may be so burdened with feelings 
of inadequacy over actual or fancied ~ 
inferiority that they are unable to ~ 
achieve up to the limits of their poten- © 
tialities. A little tactfully given reas- ~ 
surance concerning native ability serves 
to keep motivation at a high level — 
during periods of discouragement or — 
apparent defeat. 4 

It is intriguing to reflect how many — 
misfits could be salvaged if more effec- 
tive methods for discovering talent ~ 
were available on the level of secondary ~ 
‘education. Biographical studies (such 

(2 the life of Hitler) reveal how fre- — 
quently great ability matures very — 
slowly, being obscured for long periods — 





DIRECTIVE PSYCHOTHERAPY 61 


others, and blooming only in late adult- 
hood after periods of ineptness, frustra- 
tion and discouragement. In how many 
instances is the opinionated teacher or 
professor wrong when he blithely as- 
serts that this student will never amount 
to anything? It is a basic rule of psy- 
chometric technique that the child should 
be praised ‘and given every reassurance 
that he is doing well on the test in order 
to stimulate maximum motivation and 
performance. If optimal conditions of 
motivation are so important in psycho- 
metrics, why are they not equally so in 
other life situations? Tactful and ap- 
propriate reassurance does much to im- 
prove motivation and build up self- 
confidence. 

Many people have barely enough 
self-confidence to adjust well under 
optimum conditions, and they become 
completely demoralized in difficult 
situations. An example of this type 
is the case of Mr. C., a 26 year old 
young man who suffers from alternat- 
ing feelings of guilt, humiliation and 
relief over being classified 4F in the 
draft because of psychoneurosis. After 
his principal neurotic symptoms were 
relieved by psychotherapy and he had 
accepted the fact that he was inadequate 
for military service, he continued to 
have periodic upsets whenever his draft 
classification was reconsidered or atten- 
tion was otherwise directed to his 
status. The following excerpt illus- 
trates what took place in a typical inter- 
view : 

S. I thought I’d better come in and 
see you because I’ve been upset this week. 


I had to give up my job because I missed 
so much sleep. 


C. What has been bothering you? 

S. This. (Showing an anonymous 
letter he had received in the mail taunting 
him for being a slacker.) 


C. You feel pretty bad about this don’t 
you? 

S. Yes, I guess it is bothering me. I 
thought I would take it to the postmaster 
and find out who sent it. It’s against the 
law to send letters like that. They ought 
to be punished. 

C. You feel somebody ought to be 
punished for doing such a thing. 

S. Yes. It’s getting so I can’t look 
people in the face any more. I never know 
but what he might be the one who is send- 
ing these letters. I don’t feel easy when 
I go out. 

C. Do you think it would be wise to 
actually go to the postmaster ? 

S. Yes,I do. This has got to stop. 

C. Well, I don’t know. Seems to me 
that would make matters worse. I think 
the best thing might be to simply ignore 
the whole business. Let’s see now, you 
have been getting along pretty well until 
this happened, haven’t you? 

S. Not too bad if this thing hadn’t set 
me back. 

C. I don’t think anybody ever gets 
completely over a thing like this without 
some setbacks. The important thing is 
whether the main trend is forward. You 
have gone a long ways in the last year .... 
Well, the important thing is not so much 
what has happened but what you are go- 
ing to do about it. Have you given that 
any thought? 

S. I thought I might leave town and 
get a job somewhere where they don’t 
know me. My girl friend hasa jobin.... 
(Goes into a long discussion about how 
he would like to live near his girl who has 
a very reassuring attitude toward him.) 
I thought I would come down here today 
and talk this over and see what you 
thought I ought to do. 

C. Is there any reason why you 
shouldn’t leave town? 

S. I can’t see as there is. I know 
you told me once I ought to try and face 
my problems and not run away from them. 
But I’ve thought it over and that’s what 
I’m going to do. 

C. Well, you will have to decide that 
for yourself. There are many ways to 
skin a cat. If one doesn’t work you 
can try something else. 

S. I want to tell you just what I plan 
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to do. (Interview goes on with S out- 
lining his plans in detail. C assumes a 
neutral, non-directive attitude during the 
remainder of the session. ) 


It is apparent that Mr. C. requested 
this consultation to gain reassurance for 
a projected course of action which he 
had little intention of altering. Even 
though the major portion of the treat- 
ment had been completed, he continued 
to return every few weeks, seemingly 
to get reassurance that he was holding 
his own and to talk to someone who 
would listen to his troubles in a friendly 
uncritical manner. This situation where 
patients are satisfied to relate their 
progress and do not want or ask for 
active treatment is commonly encoun- 
tered in counselling practice. Sensing 
what the patient wishes to hear, the 
therapist gives the desired reassurance 
and the patient goes away contented 
until the next visit. 

Child Guidance. Reassurance is a 
valuable technique in psychotherapy 
with children in inverse proportion to 
the child’s age and intelligence. The 
younger and more suggestible the child, 
the more effective is reassurance in- 
tended to allay anxiety and feelings of 
insecurity. Even the crudest forms of 
reassurance which would be instantly 
rejected by an adult are usually effective 
in building up the rapport which is so 
necessary. Reassurance may be given 
either verbally or in the form of 
friendly affectionate behavior which the 
child instantly recognizes as offering 
protection and non-critical acceptance. 
Even though performance or behavior 
may not be of high quality, children 
do their best when amply praised and 
led to believe that their work is excel- 
lent. The lesson taught by the use of 
reassurance in psychometrics can be 
transferred to many other life situa- 


62 JEAN STEWART ANDREWS 


tions. People enjoy what they think 
they do well. Free use of reassurance 
is not hypocritical even though unde- 
served if it enables a person to function 
with highest efficiency. 

It has been stated that one difference 
between good parents and bad is that 
the former love and protect their chil- 
dren through periods of maladjustment 


while the underprivileged child is re- . 


jected and allowed to take the rap with 
all its undesirable consequences. Giving 
a child reassurance that he is loved, 
even while being punished, is very 
valuable psychotherapeutically. Freud 
was correct in his insight that the trans- 
ference mechanism provides valuable 
emotional support for the client who is 
undergoing unpleasant corrective ex- 
periences. Not all children need reas- 
surance of this type, but when indicated 
there should be no hesitation in giv- 
ing it. 

It is not always recognized how over- 
whelmed a child may become by never- 
lifting feelings of inadequacy and 
frustration. Because of inarticulate- 
ness and repression resulting in symp- 
tom formation, the child himself is 
unable to express his needs and too 
often becomes involved in a vicious 
chain of maladjustments which rein- 
force each other and conceal the roots 
of the difficulty. 

J. S. was a poorly developed, rather un- 
attractive little boy who came to the clinic 
because of dishonesty and stealing over a 
period of 3 years. Although very bright 
in other respects, he did not seem able to 
learn the Ten Commandments even 
though punished in every conceivable 
manner. Home conditions appeared good, 
both parents being college graduates and 
seemingly conscientious in trying to do 
what they considered best. 

Two dreams elicited early in treatment 
gave partial insight into the dynamic 
mechanism operative. In the first dream, 















































Johnny would feel himself lying in bed 
trying to go to sleep. His body would 
begin to feel numb as if turned to wood, 
the room would seem to get bigger and 
bigger while he grew smaller and smaller ; 
% finally he would wake up crying in a 
% nightmare. In the second dream he would 
® be sitting in the rear seat of a car at night. 
Looking out the back window he would 
see another car catching up with head- 
lights which looked like eyes. No matter 
_ ® how fast his car went, the other car would 
_ always catch up and a bad witch would get 
out and catch Johnny. 
; The first dream was interpreted to 
% symbolize an acute inferiority complex 
in which Johnny would feel himself be- 
coming progressively less able to cope 
with life. The second dream repre- 
sented the never-ceasing regulation of 
® an overconscientious mother who tried 
to control his every movement. This 
child was carried along for several in- 
terviews with the therapist taking no 
active role except to provide reassurance 
through word and action that Johnny’s 
worth was appreciated and that he 
could do as he pleased. 














CONTRAINDICATIONS 


The method of reassurance has been 
depreciated by some, not because it is 
considered harmful or dangerous but 
on the negative grounds that it is opera- 
ive only on superficial symptomatic 
evels and does not appreciably influ- 
ence underlying dynamic mechanisms. 
Rogers (3) has expressed the opinion 

at the use of reassurance is rarely 

dicated, but this may be considered 
extreme view. Many of the criti- 
isms have been directed more against 
ts crude unskilled use rather than 
gainst its value as a basic psychothera- 
peutic tool. 
q False Reassurance. Reassurance has 
_ too often been used harmfully in mis- 
ided attempts to conceal the truth in 
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situations the nature of which the pa- 
tient dimly recognizes. Particularly in 
the case of dreaded or deadly disease, 
efforts are made to conceal or evade the 
truth in order to protect the patient 
from knowledge which it is assumed 
he would not be able to stand. This 
false reassurance and assumed cheer- 
fulness does more harm than good 
when the patient senses the truth and 
often bitterly resents not being taken 
into the confidence of the doctor. While 
no general rule can be set up, it is 
usually wise to tell a patient only as 
much as he demands to know. Those 
patients who don’t want the truth gen- 
erally do not ask, while at the other 
extreme are some for whom the truth 
is less terrible than uncertainty. Efforts 
to distort the truth, however well 
meant, can only result in disillusion- 
ment and loss of confidence when the 
facts become known. Similarly, hush- 
hush attitudes may only succeed in 
arousing deeper anxiety in a patient 
who feels that the situation must be 
indeed serious if such precautions are 
necessary. It is rarely justifiable to 
conceal facts which a person desires and 
has a right to know. 

Crude Reassurance. Fortunately it 
is rarely possible to do irreparable harm 
by giving reassurances unskillfully or 
inappropriately. Crudely given reas- 
surance is ineffectual in the sense that 
the patient senses the irrelevancy and 
loses confidence in the counsellor. The 
most serious complication is that the 
counsellor loses prestige and the rap- 
port is impaired to the point where the 
efficacy of other methods is threatened. 
It does no good for the counsellor to 
contend that everything is fine and noth- 
ing is the matter when the client knows 
only too well that nothing has been 
solved. 
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The method has come into disrepute 
largely because it was the main tool in 
trade of well-intentioned but untrained 
uplifters who go about proclaiming that 
all will be well if only the client per- 
severes. Such shopworn platitudes as 
“A man may be down but he is never 
out” and “Every cloud has a silver 
lining” are singularly sterile to the 
person wallowing in trouble. The use 
of reassurance in this manner is not 
only ineffective but it wastes valuable 
time and confidence when other meth- 
ods should be utilized. 

Attempts to Shift Responsibility. 
Many clients seek to obtain reassurance 
and the counsellor’s approval for inde- 
fensible actions or dubious plans for 
which the client desires to shift or evade 
responsibility. A typical situation of 
this type is faced by the marriage coun- 
sellor called upon for advice concerning 
divorce. Mrs. A. came to the clinic 
apparently on a shopping tour to find 
someone who would side with her in 
her search for justification and support 
on going ahead with a divorce. After 
a long discussion of the mental cruelties 
which she claims her husband inflicted 
upon her, Mrs. A. reached the crux of 
her problem as follows : 

Mrs. H. You do feel I’m right about 
leaving George don’t you? Even his own 
Aunt will tell you he’s a brute. 

C. Well... Truly now, how do you 
feel about it yourself? 

Mrs. A. (after a long pause). I don’t 
know. Everybody says it’s the only thing 
to do . . . After what he’s done to me I 
just can’t stand it any longer. Sometimes 
I cry all night. (Cries.) 

C. What would you do if you left 
him? Who would take care of the chil- 
dren? 

Mrs. A. I don’t know. George says 
he has just as much right to them as I 
have. We just can’t seem to agree on 
anything . . . (More about quarrels.) 


C. I can’t tell you what to do. If] — 
do and it comes out wrong you will blame — 
me for the rest of your life. This is some ~ 
thing you will have to decide yourself. | | 
can help you a little but you must fight it 
out yourself .... It does seem though that “4 
things are not as bad as they look. Part 
of the time you get along O. K., don't ~ 


you? 


his drinking. During the week he’s all 


right but Saturday night he goes down to “J 
the club and spends more than we can | 
afford. He is so stubborn. He knows ~ 
I’m killing myself trying to pay off our —~ 


house but he keeps right on doing it. 


C. Let’s see now. As I understand it 4 
George gets $34 a week and only spends ~ 
75c or a dollar on himself. Is that right? ~ 


Mrs. A. Yes. 





C. ‘And you've paid off almost $500 on 


your mortgage. That’s not so bad. 


Mrs. A. Yes, but we'd have it all paid 4 
off if he would stay closer to business and 
not get drunk every week. I think it is — 


terrible for a man to do that. 


C. I understand George has been 4 
working steady on this job for 12 years ~ 
hasn’t he? He says he never misses 2 


day. 


see my body black and blue. 
C. When did George beat you last? 





Mrs. A. About two weeks ago. He 





grabbed me by the wrist and my arm wa: — 





all black and blue for a week afterwards 


I went to the police about it. 
C. Why did he grab you? 


Mrs. A. I guess I said something © 





(George had previously made the counter — 
claim that Mrs. A. had been seeing an- © 
other man and had taunted him about it.) ~ 
C. What was it? ;. 
Mrs. A. I guess I told him I would go © 
out as I pleased if he got drunk all th ~ 
time. 3 
C. Well maybe George had a reason ~ 
for getting mad. Every family has quar ~ 


rels like this. Do you think yours ar 


worse than other family’s? 4 
Mrs. A. I would say so. Other peo ~ 
ple don’t fight like this all the time. © 


Mrs. A. Yes, if he would only trea: 4 
me better we'd get along. Now you take ~ 


Mrs. A. I guess I'll have to admi 4 
that’s true. You have me there. If only ~ 
he wouldn’t beat me up. You ought to ~ 
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C. There are a good many good things 
about the situation aren’t there? I think 
you have done pretty well to have bought 
a house and made that many payments on 
| what George gets. He has worked steady 
for, 12 years on one job and I hear that he 
is considered a good man. Maybe he’d 
stay home if things went smoother at 
home. After all it takes two to make a 
fight. If one of you would keep quiet 
while the other is mad, it would soon blow 
over. As I see it the most important 
thing is your 3 little boys. Why don’t 
you go home and sit tight for a little while. 
I always say, don’t do anything until you 
are positive you know what you want 
to do. 
















Mrs. A. was a constitutionally inade- 
quate person whose ideals were higher 
than anything she had yet managed to 
wrest from life. Disillusionment over 
the failure of her marriage to live up 
to her fondest dreams had embittered 
her and she became so emotionally dis- 
turbed that she was contributing more 
than her share to family quarrels. For 
at least six months she had been going 
about telling her troubles to anyone who 
would listen and had finally worked 
herself up to the point of divorce. She 
was denied the reassurance she asked 
for and instead the facts of her situa- 
tion were presented in a manner de- 
signed to reorient her to the total 
situation. 

Attention-seeking Behavior. Occa- 
sionally a client seeks repeated reassur- 
}ances where the need is a symptom of 
neuroticism or emotional parasitism. 
Unable to secure attention and emotional 
outlet in conventional manner, the client 
keeps returning on the pretext of need- 
ing help with his problems but actually 
because of the gratification secured 
from the attention given and intimate 
contacts with the counsellor. If allowed 
to go unchecked, these clients make a 
business of obtaining professional 
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advice usually from the most attractive 
young male available. When one coun- 
sellor loses patience they move to 
another, buying the attentions they 
cannot secure from normal sources. 

Overconfidence. The giving of re- 
assurance appears to be contraindicated 
with individuals who are already too 
aggressive and self-confident in their 
attitudes toward others. The coun- 
sellor will frequently encounter patients 
whose difficulties appear to originate 
in a pathological lack of conflict rather 
than excessive conflict. Such persons 
are frequently extremely extroverted, 
aggressive, rigid and lacking in appre- 
ciation for the sensitivities of others. 
They ride roughshod over all opposi- 
tion, seemingly unaware of the prob- 
lems created by their bluntness and 
uncontrolled egoism. These personali- 
ties require repressive handling in- 
tended to limit and discourage beha- 
vioral excesses. In such instances it 
becomes the obligation of the counsellor 
to indirectly, or if necessary forcibly, 
call attention to the crudeness of the 
client’s asocial behavior. There is 
urgent need for objective research 
directed to techniques for arousing 
normal conflicts in persons with exces- 
sive egoism where the self-centered 
attitudes derive from uncontrolled ex- 
cess in one direction or another. 

Every experienced clinician has ex- 
perienced the situation where a client 
accepts a suggestion too literally and 
uses it as a rationalization for beha- 
vioral excesses. When faced with the 


consequences of extremist behavior, the 
client smugly blames it on the coun- 
sellor stating that he is merely carrying 
out what he thought he was told to do. 
The use of reassurance is better saved 
for clinical situations where there are 
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deep and genuine feelings of inferiority 
or inadequacy. 


SUMMARY 


Reassurance as a method of psycho- 
therapy includes all those techniques 
which operate to restore confidence and 
self-assurance in the client. Reassur- 
ance operates on superficial levels of 
personality and its effects are frequently 
only temporary; however, it is a valu- 
able therapeutic tool when used to 
bolster confidence and carry the pati 
through periods of insecurity or uncgt- 
tainty. The simplicity of the techn 


and the relative Seton from harmful 
effects a unskillfully admin- 
istered it a valuble addition to, the 
therapeutic armamentarium. Its use is 
particularly indicated with mental de- 
fectivées, young children and other 


immature personalities in combating 
f inferiority and anxiety. 
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METHODS FOR RAPID PERSONALITY EVALUATION 
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The purpose of this paper is to sum- 
marize the army induction board expe- 
riences of two civilian neuropsychiatric 
examiners concerning objective meth- 
ods for rapid personality evaluation. 
The war emergency has provided an 
unparalleled opportunity to conduct a 
psychiatric screening of a representative 
sample of the entire young adult male 
population the results of which seem to 
be of great significance not only because 
of their ible application to civilian 
problems in the post-war era but also 
because of the opening up of important 
new areas for research in psychology. 
Although psychologists have not taken 
an important role in evolving these 
newer neuropsychiatric methods of 
rapid personality evaluation, there is an 
urgent need for further research to ob- 
jectify measuring techniques and to ex- 
tend the procedures to civilian practice. 


. 


FREDERICK C. THORNE, M.D. 
University of Vermont 


HistorRIcAL BACKGROUND 


More than four years have passed — 
since the army induction boards were — 
- established in November, 1940, for the _ 
purpose of screening all selectees and © 
eliminating those who were physically — 
or mentally unfit for military service. ~ 
Earlier in 1940 the War Department — 
had recognized the importance of de- — 
tecting neuropsychiatric defects and a © 
medical circular (7) was prepared de- © 
scribing the principal neuropsychiatric — 
causes for rejection and amplifying © 
upon the general criteria for acceptance “% 
outlined in the mobilization regulations — 
(8). Because the problem was essen- — 
tially new and established methods of © 
psychiatric screening were then non- © 
existent, many of the original sugges- | 
tions were couched in general terms and 7 
were later modified and amplified on ~ 
the basis of practical experience. Early © 
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in 1941 the National Selective Sendice 
Office called a meeting Of psychiatrists 
in Washington at 
evolved for holding’ regional seminars 
in exainining m s for induction afd 
advisory board /‘psychiatrists/ These 
seminars were Aheld in each fecruiting 
district and regulted in setting standards 
for examination ptocedureg throughout 
the country! » Suljsequently” additional 
medical cireulars {9, 10)/and journal 
reports (1, 2, 3, 4,15) wore prepared by 
the Selective Servige System and other 
agencies ‘outlining| Ahese procedures. 
‘The army further to standardize 
and objectify th amination proce- 
dures by assigniglgjin each corps area 
a trained’ n sythiatrist from /the 
Medical Corps/to review /the work at 
each inductign’ station gnd int¢egrate 
the whole program. By 3942 examina- 
tion pr res had me $0 stand- 
ardizéd throughout thé country that 
comparable statistical rgsults were being 
obtained /by all examinjng boards where 
teams gf neuropsychiatrists were or- 
ganized So that each doubtful case was 
reviewed and r nined one or more 
times by different/exeminers. After 
one; or more years of experience on an 
induction board, gach examiner became 
6 familiar with/ the existing standards 
Land criteria that there was remarkably 
plittle disagreement among a team of 
examiners ¢oncerning specific cases. 

‘It soon’ became apparent that the ab- 
breviated military neuropsychiatric ex- 
amination had different psychological 
objectives from similar civilian exami- 
nations although the basic procedure 
was essentially the same. The military 
psychiatrist functioning as induction 
board examiner is primarily concerned 
with suitability for military service and 
only secondarily interested in prog- 
nostic or therapeutic possibilities. It is 
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necessary to reach a rapid decision 


whether a particular individual is capa- 


ble of withstanding the difficulties and 
stresses of military life, and the major 
emphasis is therefore placed not so 
much on how well the man could get 
along under ideal circumstances but 
how he will react in the most trying 
situations since there are no facilities 
in military service for pampering the 
unstable individual who might conceiv- 
ably adjust if given special privileges 
as are available in civilian life. The 
civilian psychiatrist has a different 
orientation in the sense that there is 
available relatively unlimited time and 
resources for adjusting the environment 
to the needs of the unadjusted per- 
sonality or time for helping such per- 
sons to adjust to unmodifiable aspects 
of the environment. 


THEORETICAL CONSIDERATIONS 


Early in the Selective Service expe- 
rience with methods for rapid person- 
ality evaluation it became apparent that 
the most reliable index of stability 
was the person’s record of adjustment 
in civilian life. It therefore seemed de- 
sirable that the examination should 
sample as objectively as possible the 
selectee’s responses to a wide variety 
of areas of possible maladjustment. If 
properly conducted, a brief examination 
can be made to yield two types of objec- 
tive evidence both of which are of the 
greatest importance in evaluating the 
individual. First, skillful questioning 
utilizing a standard outline usually pro- 
duces sufficient information concerning 
adjustment in various areas of civilian 
life so that the presence of major per- 
sonality deviations may be determined. 
This information obtained from the in- 
dividual himself must be evaluated 
critically in terms of congruity per se 
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and accepted tentatively pending the 
gathering of contradictory evidence 
from other sources. Second, and per- 
haps more important, is the evidence 
obtained from inspection and observa- 
tion of each person as he reacts to the 
standard situation of the examination 
procedure. Ideally, a third source of 
objective confirmation should be inves- 
tigation by social service agencies of the 
actual details of a person’s past history 
but this paper concerns itself only with 
the evidence which can be obtained from 
the examination procedure alone. 

It is of theoretical importance to con- 
sider some of the factors contributing 
to objectification of the examina- 
tion procedure so that comparable 
results are obtained by different exam- 
iners. Of major importance is the 
intensive training in personality evalua- 
tion which is gained by any examiner 
who has examined a sample of several 
thousand men representative of the total 
population. The Selective Service draft 
uncovered a variety of atypical person- 
ality types which are rarely encountered 
in any other clinical situation even 
including institution experience and 
which have not yet been adequately de- 
scribed in the literature. After having 
completed many thousand neuropsychi- 
atric examinations the examiner be- 
comes so familiar with certain standard 
personality patterns that it is frequently 
possible to make a reliable diagnosis 
within the first minute or two of the 
interview. There is no substitute in 
achieving this diagnostic ability for the 
detailed examination of many thou- 
sands of persons since no amount of 
academic study or case history reading 
can replace first-hand contacts with a 
wide and representative sample of clin- 
ical materials. The value of each in- 
dividual examination is enhanced by 


regarding it as a miniature experiment 
in which the patient is regarded as rep- 
resenting the variable factors in a fairly 
rigidly controlled examining situation. 
Although each individual examination 


should be conducted in flexible enough — 
manner so as to make possible varia- — 
tions in technique adapted to each in- — 
dividual, the whole procedure should be — 
organized along a definite and stand- — 
ardized plan (certainly for any given 
examiner ) so that it becomes possible to — 


evaluate each person according to ex- 
perience as to what constitutes normal 
or abnormal behavior in the standard 
examining situation. The expert ex- 


aminer quickly becomes familiar with — 
the range of behavior which is consid- ~ 
ered within normal limits for this par- ~ 
ticular situation and rapidly detects — 
behavioral deviations which may be sig- — 
nificant clues to underlying psycho- ~ 
pathology. Under ideal examining ~ 
conditions it is frequently possible to — 
uncover enough evidence in 5 or 10 ~ 
minutes (or even less) to definitely — 
determine the existence of major per- — 
sonality defects even though it requires ~ 
a much more intensive investigation to 


trace their derivation. Each examiner 
perfects his own technique of eliciting 


significant clinical data and there are ~ 
many individual variations of exam- — 
ining procedure which are effective in — 
the hands of those experienced in their ~ 


use. 

It is valuable for the examining 
situation to reproduce as much as pos- 
sible the actual conditions under which 


it is desired to discover how the in- © 
dividual will adjust. One of the factors ~ 
contributing to the reliability of the 7 
Selective Service examinations was the — 
fact that they were conducted in army ~ 
induction situations which were oper ~ 
ated by military personnel under con- — 
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ditions qualitatively similar to those of 
actual military service. The selectee 
was required to submerge himself in a 
noisy, assembly-line procedure which to 
some degree sampled his reactions to 
regimentation, excitement, and imper- 
sonal discipline. The selectee’s reac- 
tion to the whole induction situation 
may be considered as a limited sample 
of his future adjustment to military 
life and a deliberate attempt was made 
to subject the man to a taste of what 
he would later encounter in an army 
camp. Although recognizing the psy- 
chiatric axiom that examinations should 
be conducted with a maximum of con- 
sideration and tact in order to obtain 
wholehearted rapport, it also seemed 
desirable to sample responses which 
might appear under the adverse condi- 
tions of military life. It is desirable 
to learn how a man reacts to gruff ques- 
' tioning, terse rapid commands, and the 
impersonal regimentation characteris- 
tic of military life. Under such exam- 
ing conditions, it is quickly possible to 
discover the individual who is with- 
drawn, belligerent, confused, bewil- 
dered, emotionally upset or demoralized 
through failure to comprehend and 
adjust with facility to the novel exam- 
ining situation. The validity of these 
observations is supported by the facility 
with which enlisted personnel about the 
induction station quickly become expert 
in spotting the selectee who is “queer” 
or behaves in an unusual manner con- 
sidered incompatible with military life. 


METHODS OF RAPID PERSONALITY 
EVALUATION 


Ideally, training in personality evalu- 
ation should be based on a comprehen- 
sive educational program in basic and 
psychological sciences followed by in- 
tensive experience with case materials. 


The evolution of methods of physical 
diagnosis in medicine has been charac- 
terized by the gradual accumulation 
over many centuries of a large body of 
objectively recorded and verified ob- 
servations which have become the basis 
of a standard examining, procedure 
showing a high degree of reliability in 
the hands of different trained observers. 
In the hands of the adequately trained 
physician, the methods of inspection, 
palpation, percussion and auscultation 
yield objective clinical data which can 
be consistently reproduced by other 
skilled observers. It is not by chance 
that the expert diagnostician perceives 
significant data which the layman senses 
only intuitively or ignores entirely. In 
the belief that psychologic and psychi- 
atric knowledge has now reached a de- 
gree of objectivity comparable to 
physical diagnosis we make this attempt 
to present a standard outline of the 
principles of rapid personality evalua- 
tion including methods which have been 
empirically validated by the test of clin- 
ical trial. It is obvious that no abbre- 
viated examination will be effective in 
detecting the more obscure psychop- 
athies in persons who are well inte- 
grated enough to conceal the objective 
evidences of maladjustment. It is pos- 
sible, however, to outline brief methods 
capable of quickly eliciting the more 
obvious evidences of mental defect or 
disorder. 

The basic methods of clinical per- 
sonality evaluation are (1) inspection 
of the whole individual to determine his 
fixed characteristics, (2) observation 
of the individual-in-action in controlled 
and uncontrolled situations, and (3) in- 
terviews or psychometric examinations 
intended to sample the intellectual status 
of the individual. Although these dif- 
ferent methods have been mentioned 
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separately, it is usually possible to carry 
out the three types simultaneously thus 
gaining a holistic evaluation of the total 
personality. 

Method of Inspection. The method 
of inspection is an age-old medical 
technique which depends for its efficacy 
upon training the observer to system- 
atically scrutinize the more or less con- 
stant physical characteristics of the or- 
ganism which are frequently intimately 
correlated with the physical and mental 
status of the individual. In the same 
manner as an untrained novice looks 
into the microscope and sees everything 
but perceives nothing, similarly the ‘ay- 
man looks at another person but tails 
to perceive a large number of significant 
relationships which are meaningful 
only to the trained observer. It is in- 
deed remarkable that experimental psy- 
chologists have not done more research 
on perceptual problems related to per- 
sonality evaluation, and it is an un- 
favorable commentary on the status of 
graduate training in psychology that 
training opportunities for personality 
evaluation are largely lacking. The im- 
plications of the method of inspection 
for clinical psychology will not be gen- 
erally appreciated until professional 
psychologists are confronted with the 
problem of teaching practical person- 
ality evaluation to graduate students 
and other persons interested in human 
nature. Systematic inspection of the 
total organism yields a type of basic 
data which orients the examiner con- 
cerning the type of person dealt with. 

Although psychological research has 
demonstrated that judgments of facial 
expression, anatomical type, handwrit- 
ing and other physical characteristics 
are notoriously unreliable and incon- 
stant, valuable information may be de- 
rived from these data when interpreted 
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by a skilled observer. Among the diag- 
nostic points which deserve careful 
evaluation are: 


1. Morphological Type. Many studies 
have shown significant, if not always con- 
stant, relations between anatomical type 
and psychological reactions. Special at- 
tention should be given to evidences of 
constitutional inferiority such as are fre- 
quently associated with pathological per- 
sonality reactions, 

2. Growth Characteristics. Such fac- 
tors as height, weight, ‘at distribution, 
hair distribution, sex development, body 
proportions and other evidences of endo- 
crine or nutritional status may bear signifi- 
cant relation to psychological status. 

3. Physical Anomalies or Deformities. 
These may be important determiners of 
functional capacity, special disabilities or 
pathological personality reactions. 

4. Physical Appearance. Valuable in- 


formation concerning personal habits, at- 
titudes, eccentricities and psychopathies — 


may be obtained from inspection of the 


physical appearance including posture, © 


facial expression and dress. Special at- 


tention should be given to the general set 


as distinguished from expressive move- 
ments. 
5. Behavioral Attractiveness and Effec- 


tiveness. An attempt should be made on | 


the basis of inspection to “size up” or rate 
the individual according to the over-all 
effectiveness or position held in society. 
Is this person constitutionally and_bio- 


logically adequate? A general estimate — 
of ‘behavioral attractiveness is useful in ~ 
evaluating how other people react to him, ~ 
and also in turn how he can be expected to 


react to society. 


It should be emphasized that the a 
trained observer does not react to any — 
of these factors in isolation since both 


experience and research indicate that 
personality is so complex that any single 


factor shows relatively low correlation — 
with total effectiveness. Instead, the © 
trained observer arrives at a judgment ~ 


by organizing and integrating a wide 


variety of partial insights in a plausible ~ 
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formulation based on objectively per- 
ceived data. 

Observational Techniques. Impres- 
sions gained from fixed characteristics 
of personality are notoriously suscep- 
tible of error because many psychop- 
athies are not reflected in alterations 
of the morphology or personal appear- 
ance of the individual. Human person- 
ality is so plastic and susceptible to 
voluntary or involuntary affectations 
that the significant factor is how the 
individual acts rather than how he 
looks. Human thought concerning per- 
sonality has become so intimately re- 
lated to semantics and symbolism that 
even professional psychologists and psy- 
chiatrists are frequently guilty of the 
error of evaluating behavior in terms 
of words rather than action. The old 
proverb “Handsome is as handsome 
does” contains a profound psychological 
insight into this principle of under- 
standing human nature. Although psy- 
chopathies are frequently associated 
with demonstrable physical defects, an 
adequate diagnosis cannot be made on 
the basis of inspection alone. 

The method of observation provides 
significant data concerning the individ- 
ual in action and of major importance 
is the information to be obtained during 
the first moments of an interview. It 
is during the first few minutes that an 
opportunity is provided for studying 
the spontaneous uncontrolled behavior 
of the individual in a new and unknown 
situation. It is at this time that the 
person demonstrates his ability to make 
a new social adjustment and may reveal 
evidences of emotional instability, self- 
consciousness or neuroticism. The ex- 
perience of the trained observer makes 
possible a judgment concerning the rela- 
tive normality of behavior in an exami- 
nation which may be manipulated so 





as to explore many areas of personality. 
It is important to observe not only what 
the individual does but how he does it. 
Many behavior patterns seem straight- 
forward and internally consistent when 
considered superficially but closer scru- 
tiny will frequently reveal subtle devia- 
tions suggestive of underlying psychop- 
athy. These comments are particularly 
applicable to the evaluation of the 
affective components of behavior. An 
attempt should be continuously made to 
recognize emotional expressions which 
may be contradictory to or inconsistent 
with spoken words. Overt behavior 
should not always be taken at face value 
particularly in the presence of subtle 
indications of emotional instability or 
ideational inconsistency. 

For convenience it seems desirable to 
differentiate between involuntary and 
voluntary behavior patterns in outlining 
a technique of skilled observation. The 
experienced clinician will have little diffi- 
culty in distinguishing between involun- 
tary or reflex patterns and voluntary or 
conscious acts. 

1. Involuntary Patterns. The presence 
of tremors, choreo-athetosis, tics, mus- 
cular incoordination, bizarre movements 
and posturing should suggest possible or- 
ganic disease which should be ruled out 
before postulating psychogenic aetiology. 
It requires considerable experience to dif- 
ferentiate between organic and functional 
patterns and the psychologist should not 
hesitate to request neuropsychiatric con- 
sultation whenever behavior deviates 
grossly from normal. 

The occurrence of vasomotor reactions 
such as flushing, blanching, sweating; cold 
extremities, etc., provides a valuable in- 
dication of autonomic upset which is fre- 
quently associated with emotional insta- 
bility. Similar comments apply to the 
visceral neuroses such as vertigo, syncope, 
cardio-vascular upsets, asthma, nausea, 
vomiting, constipation, diarrhea, polyuria, 
urgency, frequency and other functional 
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symptoms which may be psychogenic in 
nature. 

2. Voluntary Patterns. Careful atten- 
tion should be given to facial expression, 
form and content of speech, posture, ges- 
tures, mannerisms, eccentricities and affec- 
tations. These reflect the conscious volun- 
tary attitudes and motivations of the 
individual frequently much better than 
spoken words. 

3. Attitude Toward the Examiner. An 
attempt should be made to evaluate the 
intellectual and emotional attitudes of the 
individual toward the examiner in order 
to determine the degree of rapport. In 
the same manner as some judgment is 
usually required of the psychometrist con- 
cerning the reliability of any individual 
examination, a comparable judgment 
should be made concerning any factors 
which may have influenced the clinical re- 
lationship. 

4. Routine Tests. It is frequently de- 
sirable to require the person to perform 
some standardized exercise or test de- 
signed to reveal the more obvious defects 
or disabilities. For example, the use of 
setting-up exercises is usually sufficient to 
reveal neurological defects or incoordina- 
tions. 


Interview Technique. It is valuable 
to sample the various possible areas of 
maladjustment by inquiring into the 
person’s past history for certain com- 
mon types of maladjustment which ex- 
perience has demonstrated to be related 
to emotional or intellectual instability. 
Although considerable information 
may be obtained by informal interviews 
and other procedures, it is desirable to 
utilize a standardized outline of ques- 
tions which can be systematically 
applied in each case thus gaining uni- 
formity of procedure and complete 
coverage of all possible areas of mal- 
adjustment. A skillfully conducted in- 
terview provides not only a_ wide 
sampling of the person’s attitudes but 
also makes possible an estimation of 


intelligence, emotional stability and 
social adjustment. 

During World War I Woodworth 
(6) evolved the first personality inven- 
tory consisting of questions designed to 
uncover the presence of neurotic or 
psychotic symptoms. It was believed 
that an index of neurotic tendency could 
be reached in terms of the number of 
significant answers given by the subject. 
A number of other personality inven- 
tories have been constructed and rather 
widely used but unfortunately the re- 
sults have not provided a reliable index 
of neuroticism or psychotic tendency. 


The questionnaires have proven valu- 


able only as supplementary tests which 
in no sense replace the experienced 
judgment of the trained observer. 
Questionnaire techniques are inade- 
quate in that there is no way of evalu- 
ating individual answers which are 
much more significant than any total 
score or neurotic index. 

The outline for questioning which 
follows was originally constructed in 
1940 and successively modified as ex- 
perience revealed the relative adequacy 
of each item. It is interesting to men- 
tion that the outline was derived from 
a compilation of questions taken from 
the standard personality inventories and 
transcribed on cards which were sorted 
into categories of possible areas of mal- 
adjustment. From an original list of 
more than 600 items comprising almost 
all known mental or nervous symptoms, 
a final selection of about 20 key and 30 
supplementary questions was evolved. 
It is worth mentioning that this abbre- 
viated list of questions from the exist- 
ing personality inventories turned out 
to be almost identical with similar lists 
evolved independently by groups of 
psychiatrists in other parts of the coun- 
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try and indicates that there is a basic 
group of fundamental key questions 


'which sample the commoner types of 


maladjustment. It will be noted that 
most of the questions are so worded as 
to elicit a more or less lengthy and in- 
formative answer rather than requiring 


simply an affirmative or negative an- 
| swer. 


The questions have generally 
been worded in unspecific form avoid- 
ing any tendency to suggest a specific 
answer and allowing maximum choice 
in the subject’s answer. The exact 
wording of each question is of extreme 
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importance since slight variations of 
meaning or intonation will elicit differ- 
ent answers. Ideally, a question should 
be simple, specific, nondirective, affec- 
tively neutral and so worded as not to 
imply moral censure or critical attitude. 

It should be emphasized that the 
outline below is arranged in suggestive 
order on the basis of clinical experience 
and may be modified or altered to fit the 
needs of the situation. It is intended to 
elicit factual material and subjective 
attitudes indicative of stability. Under 
this plan of interviewing, one or more 


SUGGESTED OUTLINE FOR QUESTIONING 





Key Questions 


Supplementary Questions 


Notes 





I. General Orientation 


1. Good morning. How are 
you? 
2. How old are you? 


II. Adjustment to Work 


3. What kind of work do you 
do? 

4. How long have you had 
this job? 

5. What other jobs have you 
had? 


III, Educational History 


6. How far did you get in 
school ? 

7. How old were you when 
you left school? 


JV. Physical Health 


8. How is your health? 

9. Have you been sick re- 
cently ? 

10. Is there anything the mat- 
ter with your heart, lungs, 
stomach, kidneys or back? 

11. How old were you when 


you stopped wetting the 
bed? 








ao 


. Do you like your work? 
. Would you like to change 


jobs? 


. Does your boss treat you 


right? 


. Why do you change jobs so 


often? 


. Did you like school? 
. Were you ever left back? 


Why? 


. Why did you leave school? 
. If you had another chance 


would you continue your 
schooling? Why? 


. Why and when did you visit 


the doctor last? 


. Do you find it necessary to, 


watch your health carefully? 


. Do you lose any time from 


work because of these com- 
plaints? 


These questions put the per- 
son at ease and provide oppor- 
tunity for him to unburden him- 
self of anything he wants to tell. 


Work history may often be 
the single most important index 
of mental health. Any serious 
disorder interferes with work 
as reflected by absenteeism, job 
changes, complaints, etc. 


School record may reflect 
mental retardation, emotional 
instability and other factors in- 
terfering with normal develop- 
ment. 

School grade plus six years is 
a rough index of mental age. 


Preoccupation with health is 
one of the commonest neurotic 
syndromes. 

Psychosomatic complaints 
should be carefully investigated 
further, particularly if time lost 
from work. 

Enuresis may indicate emo- 
tional instability or developmen- 
tal retardation. 
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Key Questions 


Supplementary Questions 


Notes 





V. Mental Health 


12. Do you have any nervous 
conditions which bother 
you? 


13. Did you ever have a nerv- 
ous breakdown? What 
happened ? 

14. Have you ever had any 
fits, seizures, fainting spells 
or convulsions? 


VI. Social Adjustment 


15. Have you ever been ar- 
rested? How many times? 

16. Have you ever had any 
trouble with liquor? Or 
drugs? 

17. Have you ever had any 
venereal disease? 


VII. Marital Adjustment 


18. How are things at home? 
19. Why did you never get 
married? 


VIII. Future Adjustments 


20. Is there any reason why 
you should not go into 
military service? Or any- 
thing else you wish to ask? 


a. 


a. 


b. 


. Are your 


Do you worry much? What 
about? 


. Do you feel tired most of the 


time? 


. Has anyone in your family 


ever had a nervous or men- 
tal disorder ? 


. Have you ever been in a 


mental hospital ? 


. Did you ever have epilepsy? 


Do you sleep well? 


. Do you feel you are getting 


a square deal from every- 
body ? 


. Do you ever have crying 


spells? Why? 
feelings easily 


hurt? 


. Would you rather be alone 


or with other people most of 
the time? 


. How did you happen to get 


into trouble? 


. Whose fault was it? 
. How many times were you 


arrested for intoxication or 
alcoholism ? 

How much do you usually 
drink in a day? 


. What do you think of that 


now ? 


. Who starts the trouble? 
. Are you happy? Why not? 


How do you think you will 
get along? 

What does your wife think 
about your going? 


Any history of nervous break- 
down, institutionalization, _ in- 
validism, instability, poor social 
adjustment, etc., warrants in- 
tensive investigation. Suggest 
psychiatric consultation for any 
suspicious complaint. 


These questions should be 
asked whenever there is any 
suspicion of mental disease. 
Other questions will be  sug- 
gested by the trend of answers 


Recidivism is strongly sug- 
gestive of psychopathy particv- 
larly when associated with other 
evidences of retardation or in- 
stability. 

Alcoholism suggests psychop- 


athy, particularly with history # 


of one or more arrests. 
Veneral disease suggests poor 
judgment or irresponsibility. 
In re any of these points, this 
question attempts to test in- 
sight and present attitude. 


Marital difficulties reflect per- 
sonality instability. 


A final opportunity for the 4 


man to introduce problems. 


What his wife thinks is ofte: 7 
the truest index of his own atti- 4 


tudes. 





key questions are offered in each area’ 
of possible maladjustment which expe- 
rience indicates to be critical. The 
value of the abbreviated method lies in 
the clinical judgment of the experienced 


examiner who quickly detects minor ~ 
evidences of psychopathy and flexibly 
adjusts the 4 
necessary. The questions are not in- ~ 
tended to lead up to any specific diag: © 


interview technique 4 
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nosis or to be scored numerically ac- 
cording to any scale of neurotic tend- 
ency. They are valuable means for 
sampling behavioral reactions and to 
uncover evidences of maladjustment 
which may reflect psychopathy. No at- 
tempt has been made to apply any 
numerical scoring because of the diffi- 
culty in assigning quantitative values to 
qualitative entities. The significance of 
each answer must be evaluated not only 
in terms of the meaning of the verbal 
reply but also by taking into considera- 
tion the affective components of the 
subject’s behavior as revealed by a 
variety of minimal cues which only the 
trained observer can perceive and in- 
terpret. 


DISCUSSION 


The success of abbreviated methods 
of inspection, observation and _ inter- 
viewing in rapid personality evaluation 
is directly correlated with the training 
_ and alertness of the examiner. It re- 
quires years of the most intensive 
training and systematic observation of 
people under all conditions before it be- 
comes possible to perceive the signifi- 
cance of expressive behavior which is 
only partially or intuitively evaluated by 
the layman. The trained observer is 
not only very responsive to subtle in- 
dications but maintains a completely 
objective and impersonal attitude to- 
_ ward everything he observes. A broad 
background in biological science is of 
the utmost importance in interpreting 
deviant patterns of behavior. It is im- 
portant for the psychologist to become 
experienced in objectively recording the 
data perceived without reference to pre- 
conceived theories of their meaning. 
The abbreviated personality evaluation 
is too incomplete to provide even sug- 
gestive evidence in support of psycho- 








analytic or other interpretations in 
terms of the dynamic behavior mechan- 
isms involved. The value of these rapid 
methods for personality evaluation is in 
providing screening techniques for per- 
sonnel selection or in quickly estimating 
individual need for further study and 
treatment. It is possible to complete a 
brief neuropsychiatric examination in 
from one to three minutes under ideal 
conditions. After several years of ex- 
perience in a standard examining situa- 
tion, the examiner becomes able to sense 
the presence of normality or psychop- 
athy during the first thirty seconds of 
the interview and is even occasionally 
able to make a shrewd diagnostic guess 
on first glance. Where the individual 
shows no obvious evidences of psychop- 
athy it is unnecessary to carry on any 
protracted interview since it is more 
desirable to depend on a social history 
for information which the person does 
not intend to reveal himself. 

The success of the interview method 
is frequently determined by the clinical 
ability of the trained examiner to recog- 
nize and interpret affective components 
of behavior which the person himself 
is unable or unwilling to verbalize. The 
manifest content of spoken words is 
frequently not consistent with affec- 
tively expressive behavior and it is im- 
possible with present methods to ob- 
jectify this conflict except in terms of 
the insights of a skilled clinician. 
Questionnaire methods and other de- 
vices involving numerical scoring are 
usually insensitive to the affective reac- 
tions which are most significant to the 
clinician. Only in an actual clinical 
situation is it possible for the trained 
observer to gather and correlate a large 
number of minimal cues which give the 
most reliable index of a person’s mental 
status at any given moment. The con- 
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cept of mental status has not yet 
achieved the recognition which it de- 
serves among psychologists who have 
been more interested in evolving tech- 
niques to measure some more or less 
constant attribute of personality such as 
intelligence is conceived to be. 


SUMMARY 


A short outline for the rapid evalu- 
ation of personality based on the ex- 
perience of two civilian Selective 
Service neuropsychiatric examiners has 
been presented. The examining tech- 
niques have been developed on the 
assumption that an objective system of 
psychological diagnosis can be evolved 
around the same principles and methods 
which have achieved scientific accept- 
ance in the medical science of physical 
diagnosis. The method of inspection is 
utilized to obtain a general orientation 
concerning the morphological type, 
growth characteristics and physical 
status of the individual. The method 
of observation provides data concerning 
the individual in action, i.e., whether 
his reactions are normal, healthy and 
appropriate to the situation. An abbre- 
viated interview technique makes pos- 
sible the rapid sampling of various 
areas of possible maladjustment which 
experience indicates to be critical. 
When properly conducted, a brief per- 


sonality evaluation may be utilized in 
the rapid screening of personnel or in 
other situations where it is desired to 
evaluate mental status quickly. 
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CONSCIOUS AND NON-CONSCIOUS MENTAL FUNCTIONS 
ELEANOR M. CHALFANT, A.M. 


Consciousness, or the state of being 
conscious, is the most patent and omni- 
present fact of human experience. The 
term “consciousness” has such universal 
meanings and connotations that it is 
used by common consent even though 
no satisfactory definition or demonstra- 
tion of its nature has been forthcoming. 
Mind has been cefined as the totality of 
conscious states involving sensations, 
memories, emotions, ideas, and other 
data which give man knowledge of his 
existence and condition. These con- 
siderations lead to the definition of psy- 
chology as the study of human behavior 
with conscious experience as the locus. 

The word “conscious” implies the 
existence of mental states which are not 
conscious. Leibnitz (51) differenti- 
ated between perception as the observa- 
tion of external objects, and appercep- 
tion as conscious or reflective knowledge 
of these observations. The first sys- 
tematic theory of the relationship of 
conscious to non-conscious elements of 
experience was outlined by Herbart 
(25), who believed that in the conflicts 
of opposing ideas, the weaker ones were 
repressed from consciousness. More 
recently, psychoanalytic and psychiatric 
viewpoints insist that non-conscious 
mental activities are as significant as 
conscious for the understanding of 
behavior. Any thorough summary must 
include a discussion of both conscious 
and non-conscious manifestations. 


THE NATURE OF CONSCIOUSNESS 


Many of the difficulties encountered 
in defining the conscious or conscious- 
ness arise from confusion as to whether 
it should be considered a structure or a 


process. Structural concepts, such as 
that of Boring (3), describe “dimen- 
sions of consciousness” as being quality, 
extensity, intensity, and propensity 
(duration), implying that conscious- 
ness has structural manifestations. 
Woodworth (76) believes that such 
terms are properly used only as adverbs ; 
thus, a person acts consciously or un- 
consciously. Other psychologists speak 
of the content of consciousness, im- 
plying that such a state exists and is 
composed of a number of observable 
processes. 

Consciousness has never been ade- 
quately defined. Some definitions de- 
scribe the characteristics of conscious- 
ness, while others attempt to delineate 
the functions performed by conscious- 
ness. An understanding of its nature 
may be obtained from a consideration 
of the following outline of descriptive 
characteristics : 


1. Consciousness is synonymous with 
the waking state of the organism (41). 
Modified states of consciousness occur in 
the partial or disturbed awareness in 
dreams, hypnotism, stupors and delirium 
(16, 20, 34, 56, 66). 

2. Consciousness is subjectively unique 
to each individual, and is not amenable to 
objective study (68). 

3. Consciousness involves a stream of 
continuously changing sensations, percep- 
tions, memories, emotions and other ex- 
periences (33). 

4. Consciousness is characterized by 
thresholds and levels of attention (77). 
Attention fluctuates momentarily, produc- 
ing variations in the clearness of con- 
sciousness. 

5. Although consciousness is increased 
in rough proportion to the level of motor 
activity at any moment, it is not synony- 
mous with motor activity. Conscious- 
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ness and motor activity are the effects, 
rather than causes, of activity in the cen- 
9) nervous system (11, 31, 46, 49, 71, 73, 

6. Consciousness may be altered or de- 
creased in a constant manner by. appro- 
priate drugs, mechanical shocks, hypnosis, 
disease, and other agents (9, 16, 18, 20, 
31, 45, 56, 61). 

7. Consciousness has been correlated 
with the temporal course of brain poten- 
tials as measured by the electroencephalo- 
gram (2, 5, 18, 70) 

The latest experimental and clinical 
evidence (56, 61) indicates that con- 
sciousness is represented in the dien- 
cephalon, probably in the hypothalamic 
centers about the third ventricle. Rea- 
soning from Spencer’s statement : 

“The seat of consciousness is that nerv- 

ous center to which mediately or imme- 
diately the most heterogeneous impres- 
sions are brought,” 
Penfield (56) concludes that the only 
neural region capable of satisfying these 
requirements lies above the midbrain 
and below the cortex. The probable 
localization of consciousness in the an- 
terior and inferior half of the walls of 
the third ventricle adjacent to centers 
regulating sleep, tonus, vasomoicr, 
thermal, cardiac and respiratory proc- 
esses provides important clues in ex- 
plaining its controlling influence on the 
whole brain (41). This opinion is 
supported by experimental lesions of 
the hypothalamus which produce loss of 
consciousness for varying intervals of 
time (9,61). Clinical syndromes of the 
thalamus produce similar disturbances 
of consciousness and emotion (16, 56). 
The role of the frontal lobes in the de- 
termination of consciousness is diffi- 
cult to ascertain; probably they are 
represented in, but not indispensable 
for, consciousness (57). 

Further insight is gained through a 
consideration of the following func- 
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tions which consciousness plays in the 
mental economy : 


1. Consciousness makes possible dis- 
criminatory and _ selective reactions 
whereby the organism escapes from a 
mechanistic control of behavior by the en- 
vironment (28, 45, 47). 

2. Consciousness is related to Purpose 
and Will. It enables the organism to de- 
— its cwn course of action (44, 48, 

). 

3. Consciousness enables the organism 
to perceive and interpret the environment 
in the light of past experience. It inte- 
grates past experience with future ex- 
pectations to enable the organism to react 
appropriately to present needs (29, 47, 
62, 64, 65). 

4. Consciousness is aroused when the 
organism must make some difficult or 
novel adjustment. Perfected responses 
become automatic, and consciousness is 
diminished. Difficult new problems arouse 
tensions which eventually become con- 
scious, and all the potentialities of the 
organism are mobilized (29, 45, 47). 

5. Consciousness is associated with the 
development of Ego, self-consciousness 


and self-control. The child is at first 4 


aware of a wide variety of non-personal 


objects. Gradually a stream of ever- 4 


present organic sensations are differen- 
tiated and serve as a coenesthetic core for 
the budding realization of Self. Conscious- 


ness has been described as a mirror into | 


which we continually gaze (1, 10, 62, 64). 


6. Consciousness is the master sense- 


organ—the superficies of the mind, which 
is in close contact with external and in- 
ternal environments (15). It enables us 
to appreciate the feelings and reactions 
of others (72). 


A consideration of these character- 3 
istics and functions of consciousness |~ 
should provide a valuable starting point 


for further research on one of the most 
important problems of psychology. 


Non-conscious MENTAL FuNCTIONS ~ 


Psychologists have been led to postu- 4 
late the existence of non-conscious ~ 
mental processes from many varieties of ~ 
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evidence. The term “mental” has been 
used advisedly in this connection to dif- 
ferentiate between ideological and auto- 
| nomic functions. Scientific psychology 
has been justifiably critical of these con- 
cepts because of the inaccessibility of 
non-conscious functions to objective ex- 
perimental study, but many of the objec- 
tions are removed if it is recognized 
that the subconscious mind is an hypoth- 
esis, rather than a material entity. 
A distinction should be made between 
7% the meanings of several terms which 
® have been used to refer to non-conscious 
processes. Subconscious means below 
the threshold of consciousness, and in- 
cludes all which is not conscious at the 
moment. Unconscious refers to (a) 
absence of consciousness, as in sleep or 
coma, or (b) the Freudian concept that 
ideas which have been repressed from 
consciousness by the censor (Super- 
Ego) persist in the unconscious. Co- 
conscious (Morton Prince) refers to 
“WB processes proceeding simultaneously 
with, but outside of, consciousness. Jd 
is a Freudian term referring to the 

MPbdlindly striving, pleasure-seeking im- 
pulses which constitute the unsymbol- 
ized innate behavior patterns with 
which the individual is born. 

The following lines of evidence have 
been advanced to support the concept of 
on-conscious mental functions : 

1. The analysis of subjective experi- 
ence reveals a continuity of mental proc- 
esses of every degree of clearness, ranging 
rom that which is subconscious, obscure 
and undeveloped to that which is con- 


ious, distinct and fully devel 6, 15, 
6, 32, 33, 52). . valich 

2. Thought appears to develop from 
mental processes which are less clear but 
ualitatively similar to conscious proc- 
esses. New ideas or thoughts continually 
ome into consciousness which cannot be 
aced to preexisting elements in con- 
ousness (15, 23, 33, 76, 77). 
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3. At any given moment, a person is 
aware of only a small portion of (a) 
somatic and visceral sensations, (b) mem- 
ory images which are voluntarily recall- 
able, (c) autonomic functions, (d) 
motives determining conduct, and (e) 
other subliminal activities, which coexist 
with conscious experience at any given 
moment. Summation experiments show 
that subliminal stimuli which are ineffec- 
tive singly may eventually become con- 
scious. The organism reacts to, and is 
modified by, many stimuli of which it is 
not aware (77). 

4. Habitual reactions progress auto- 
matically in an orderly fashion without 
conscious direction or attention. These 
habitual reactions constitute the traits 
which are so important in determining the 
broad outlines of personality (1). 

5. The phenomena of dreams, hyster- 
ical, dissociation, symbolization, symptom 
formation, multiple personality, hypnosis, 
etc., can best be understood by postulating 
subconscious processes which determine 
the contents of consciousness (6, 12, 15, 
23, 24, 34, 35, 40, 54, 60, 65, 74). 

6. Problem solving and _ creative 
thought often appear to be carried on out- 
side consciousness, to which the answer is 
suddenly presented in complete form. 
The basis for creative inspirations often 
lies outside consciousness. 


A consideration of these and other 
facts has led some psychologists to state 
that consciousness constitutes only the 
superficial aspect of mind, which can be 
understood only through a comprehen- 
sive study of its subconscious or uncon- 
scious functions. Needless to say, the 
interpretation of non-conscious content 
and function is a difficult and hazard- 
ous proceeding which must be under- 
taken with full exercise of critical 
faculties. 


DISCUSSION 


It is not possible to consider here the 
manner in which conscious and non- 
conscious processes cooperate in deter- 
mining the personality of the individual. 
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The organism must unify all of its ex- 
periences and actions into one consistent 
whole. Reflexes, habits, traits and 


selves are integrated into hierarchical . 


patterns which are combined and re- 
combined into various groupings as the 
personality matures. New experiences 
are evaluated in terms of past expe- 
rience. Some new experiences are ac- 
cepted as being consistent with past 
experience, and are assimilated. Other 
experiences are rejected or repressed 


because they are incompatible with pre- » 


existing organization. The organism 
regulates itself and achieves new adjust- 
ments to the environment through the 
exercise of its potentialities. Some of 
these adjustments are controlled con- 
sciously, but to a large extent the 
physical and mental economy are main- 
tained automatically by functions oc- 
curring outside of consciousness, and 
over which little voluntary control can 
be exerted. 

An important area for future re- 
search in clinical psychology lies in a 
careful reconsideration of the relations 
between conscious and non-conscious 
mental functions Affective compo- 
nents of experienc: are frequently un- 
verbalized and have sometimes been 
regarded as unconscious because of the 
difficulty in recognizing them subjec- 
tively and describing them objectively. 
It is an important question to deter- 
mine whether these affective compo- 
nents are unconscious in the Freudian 
sense or co-conscious (Prince). Is all 
the material uncovered in psychoanal- 
ysis genuinely repressed into the un- 
conscious, or is part of it dimly expe- 
rienced in consciousness but ignored or 
poorly integrated by a person untrained 
to introspect carefully enough to recog- 
nize and verbalize these affective 
components ? 
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CoNCLUDING COMMENT 


Objective studies concerning the 
nature, content and functions of the 
conscious and non-conscious compo- 
nents of psychic life have now accumu- 
lated in sufficient numbers to demand 
due consideration in any comprehensive 
system of psychology. In contrast with 
traditional experimental psychology, 
which largely ignored the problems of 
consciousness, because it had no tech- 
niques with which to attack them, the 
clinical method provides great oppor- 
tunities for the study of disorders of 
consciousness in individual cases. Re- 
cent studies in pharmacology, electro- 
encephalography and neurosurgery pro- 
vide suggestive evidence concerning the 
cerebral localization of consciousness, 
and it remains for further research to 
demonstrate the functions of conscious- 
ness in the mental economy. The cur- 
rent review represents an attempt to 
arouse clinical psychologists to the 
challenge of planning future research 
to objectify the nature of consciousness. 
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EDITORIALS 





During the last twenty years there 
has been a considerable expansion of 
skilled psychological study in our men- 
tal hospitals. This has been advan- 
tageous to many of our patients. Some 
psychologists stay in the clinical field 
for years, as did Dr. Wells at McLean 
and the Boston Psychopathic Hospital, 
and others go out into different fields. 
It is desirable that those who are work- 
ing with the same sort of patients 
should know each other and be on the 
best of relations. Perhaps in the past 
the degree of cordiality between some 
members of the two groups has been 
inadequate. The Journal of Clinical 
Psychology will, I believe, promote 
helpfulness and understanding between 
the two groups. Whatever will advance 
such an end is earnestly to be sought. 

: S. W. H. 

All signs indicate that the future 
holds great promise for psychology as a 
clinical profession. In order to realize 
the greatest possibilities, however, it is 
necessary that the relations with psy- 
chiatrists—which have not always been 
too happy in the past—be carefully ex- 
amined and more satisfactory working 
agreements be established at a truly pro- 
fessional level. The appointment of 
| committees on interprofessional rela- 
tions by both the American Psycholog- 
ical Association and the American Psy- 
chiatric Association indicate official 
recognition of the problems and offer 
encouragement for solution. In the 
}total complex of factors determining 
interprofessional relations, there appear 
to be five foci deserving of special at- 
tention: similarity of field of interest, 
lack of mutual understanding, inade- 





quate training, group prejudices, and 
vested interests. 

The work of both the clinical psychol- 
ogist and the clinical psychiatrist is de- 
voted to the diagnosis, and correction or 
amelioration of behavior deviations. 
Just which of the infinite variety of 
deviations should be the special domain 
of either profession is difficult and per- 
haps undesirable to say. The conve- 
nient allocation of intellectual and 
educational problems to the psychol- 
ogist; of organic and emotional prob- 
lems to the psychiatrist; with social 
problems shared by each, neither 
squares with existing practice nor does 
it guarantee the best attention to the 
needs of the individual patient. I would 
not undertake to propose a solution of 
this matter but I would most definitely 
recommend it to the committees ap- 
pointed by the Associations for primary 
and very careful consideration. 

Although the fields of activity of the 
two professions have a high degree of 
overlap, there has been a lack of under- 
standing of the roles played. This lack 
of understanding has perhaps been 
more evident among psychiatrists. In 
general, the professional training of 
psychologists has included more psy- 
chiatry than the professional training 
of psychiatrists has psychology. The 
lack of appreciation of psychology is 
evident in the many examples of poorly 
trained persons being hired as psychol- 
ogists by psychiatric hospitals and 
clinics, and in the widely held opinion 
that psychologists are mental testers. 
On the other hand, psychologists are not 
unknown who think of psychiatrists as 
neural pathologists or alienists dealing 
only with the psychotic. The solution 
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here seems to me to be a modification of 
formal training. For psychiatrists there 
might be introduced an introductory 
course in clinical psychology but not the 
elementary psychology frequently re- 
quired in the pre-medic..: curriculum. 
For psychologists there is need for a 
general medical science course (similar 
to, but perhaps more advanced than, the 
courses offered for medical social work- 
ers) rather than the physiology and 
neural anatomy so commonly recom- 
mended. In this matter also, the Asso- 
ciation committees may contribute much 
by suggesting ways that each profession 
might be at least introduced to the 
other’s curriculum. 

The onus of the third factor falls 
more largely on the psychologists. The 
formal training of the clinical psy- 
chologist has been too highly biased in 
the direction of traditional academic 
psychology without enough true interne 
type of experience. In some measure, 
this fact has perhaps given a basis for 
the psychiatrist’s misunderstanding of 
psychology. Here the solution lies al- 
most entirely with the psychology pro- 
fession. At least, a start has been made 
by the American Association for Ap- 
plied Psychology which has published 


an Officially adopted program of study 


for clinical psychologists. 

Emotionally tinged prejudices are 
exhibited by members of both groups 
toward the other profession in toto. I 
have known psychologists who were 
critical and resentful toward psychi- 
atrists, and also psychiatrists who were 
disdainful of psychologists. In such 
cases the attitude was not toward in- 
dividuals but toward the group, with 
the common result that all members of 
the opposite profession were con- 
demned. As might be expected, such 
prejudices are not so evident or may 


not even exist in those cases where a 
member of either group has worked 
with and learned to respect the ability 
of a member or members of the other. 
It appears reasonable to expect that an 
increase in cross-education will result 
in a decrease in prejudices based in the 
last analysis upon ignorance. 

The term “vested interests” has an 
unpleasant and perhaps unworthy con- 
notation. Nevertheless, it cannot be 
denied that the attitude of many psy- 
chiatrists is one with that of organized 
medicine, i.e., they have an exclusive 
control over all matters dealing with 
man’s health. There is not space here 
to review the general principle. In the 
case of psychiatry, it is evident that the 
measures used for correction or therapy 
might, with greater logic, be assigned to 
education or social work than to the 
“healing arts” in the medical sense. 
This again is a factor worthy of serious 
discussion by the Association commit- 
tees. Perhaps an official agreement of 
the national bodies might form a basis 
upon which future relations could be 
built. 

As a final point, I would like to repeat 
what I have said many times before: 
“The interprofessional frictions, which 
have occured all too frequently, are al- 
ways frictions between individuals.” | 
am strongly convinced that much can be 
gained by discussion and agreements 
between the two major organizations 
representing the two professions. How- 
ever, such discussions must be as free 
as human intelligence can make them 
of the factors discussed in the fore- 


oing. 
going Cc. M. L. 
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As I have viewed, over a number of 
years, the varying relationships between 
psychologists and psychiatrists, it seems 
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to me that there is one highly significant 
condition which, if met, lays the foun- 
dation for good relationships, and if not 
met, creates friction. When psychol- 
ogists and psychiatrists recognize 
clearly and admit frankly that there is 
an area in which their professional 
functions overlap, then it is usually pos- 
sible to build a satisfactory working 
relationship in which both professions 
are able to carry on an effective self- 
respecting job. 

It is clear to everyone, I think, that 
there are areas of professional work in 
which one group is more competent 
than the other. In the area of diagnosis 
and treatment of psychotic and other 
manifestations of mental illness, the 
psychiatrist has more adequate training 
and his responsibility is clear. In the 
field of diagnosis of mental abilities, 
and diagnosis and remediation of edu- 
cational maladjustment, the psychol- 
ogist is clearly more adequate. His 
preparation in these fields is more 
thoroughgoing and he is the responsible 
professional person in these areas. 

In the large intermediate field of 
understanding and dealing with per- 
sonality maladjustments and behavior 
problems, and in the prevention of such 
problems, the work of the two profes- 
sions clearly overlaps. Each group has 
preparation and background in this area 
and each has a right to function in deal- 
ing with such situations. 

When these basic facts are recog- 
nized there may be cooperation between 
professional groups, or there may at 
times be competition, but the situation 
is at least healthy and straightforward. 
It is when there is an attempt to deny 
or conceal these basic facts that the 
inter-professional relationships become 
unrealistic, unsatisfactory and unsound. 
This is most unfortunate, since the gen- 
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eral social purposes of the two groups 
are highly similar if not identical, and 
there should be a healthy interchange of 
thinking between our two professions. 
I sincerely hope that this new journal 


_may be of assistance in creating better 


understanding and a greater degree of 
cooperation between psychiatrists and 


clinical psychologists. CRR. 


5 A 


The growth of clinical psychology, 
both as a diagnostic adjunct to psychi- 
atry and as a self-contained discipline 
for counselling and therapy, has been in- 
creasingly rapid during the last few 
years. In most aspects of clinical pro- 
cedure, however, the requirements of 
the job to be done seem to outrun the 
research-based knowledge of how best 
to do it. The social recognition of the 
need for clinical work is encouraging, 
but the incompleteness of knowledge 
with which it must be approached is 
appalling. 

The present status of projectiv 
methods for diagnosis is an example. 
The Rorschach and Thematic Apper- 
ception Tests are being widely used for 
differential analysis of personality char- 
acteristics in maladjusted normal per- 
sons as well as in more acutely disturbed 
ones. The procedure for both tests has 
been rather carefully standardized—by 
fiat, however, not by experimental anal- 
ysis of the effects of different proce- 
dures. In spite of this seeming objec- 
tivity, there is actually little adequate 
information about the reliability of the 
tests. Neither the consistency of part 
to part nor the influence of test on 
retest has been broadly examined. 
Normative data are scanty and derived 
largely within the clinical experience of 
each user. Publicly available norms are 
transmitted more often in the indirect 
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form of “this sign means such-and- 
such” than by customary statistical 
devices. 

Even more serious is the lack of data 
concerning the influence of immediately 
present conditions on test results. This 
is especially unfortunate in connection 
with the Rorschach, since the person- 
ality description provided by it is pre- 
sumably a structural one. But is the 
Rorschach independent of immediate 
situational factors? The effects of 
temporary anxieties, ego frustrations, 
anticipations:of boredom or of release 
from hospital, realistic depressions, 
fatigue and preceding intellectual ac- 
tivity need serious study. Broader in- 
formation on the relation of projective 
responses to age, occupation, social 
status and individual history would be 
very useful. 

For both the Rorschach and the 
Thematic Apperception Tests the prob- 
lem of validation is critical, but more 
has been done with this group of prob- 
lems than with those of reliability and 
stability; this may be because, with 
these tests, validity so obviously cannot 
be observed by inspection, and the use- 
fulness of test data is directly dependent 
on the correlation of signs with person- 
ality characteristics. 

Another area in which research con- 
tributions must soon play a more em- 
phatic part is that of manipulative or 
expressive therapy in children. Educa- 
tive procedures in preschool merge in- 
discriminably with therapeutic tech- 
niques and it is here that the clinical 
psychologist most frequently has to bear 
the chief burden for both diagnosis and 
treatment. Except for reports of case 
material, however, there is little in the 
research literature to buttress the prin- 
ciples utilized by working clinicians. 
The effects of release therapy with and 





without constructive reéducation have 
not been examined in detail. The role 
of symbolization as an anxiety-avoid- 
ance technique, the use of vicarious 
training with doll families, the estab- 
lishment of socially rewarding situa- 
tions in children’s groups, the influence 
of various types of discipline are all 
problems that need careful examination. 

These comments are in part critical 
but by no means altogether so. It is 
unfortunate that such wide use has 
been made of projective techniques 
without concomitant attention to the 
research task of examining their funda- 
mental values and limitations. Devo- 
tional reliance on any wunevaluated 
technique always deserves criticism. 
On the other hand, much of the as yet 
undone research awaits time and avail- 
able personnel. The merest tyro recog- 
nizes the value that will be gained from 
careful investigation of therapeutic 
methods, and the fact that much of the 
labor is still ahead suggests only that 
our realization of our needs runs far 
beyond our ability to satisfy them. 

It is to be expected that this journal 
will stimulate research in the clinical 
field. A suitable central publication 
medium cannot fail to provide incentive 
for research, since it will insure an ap- 
propriate and interested audience and 
provide an easily recognized channel for 
the healthy competition that research 
demands. 



































R. S. R. 
7 


It seems increasingly important for 
those clinical psychologists who are 
shaping the development of the profes- 
sion to take a firm stand in demanding 
full professional status for our spe- 
ciality. Although some psychologists 
seem content to work in subprofessional 
status on the level of being psychometric 














technicians subordinate to psychiatric 
direction, the future of clinical psychol- 
ogy will be seriously limited if the 
profession as a whole accepts a subpro- 
fessional clinical status. In the same 
manner as the medical profession has 
divorced itself from undertaking in the 
sense that one field takes up where the 
other leaves off, clinical psychology now 
has its greatest opportunity to stake out 
the field of guidance and counselling of 
normal people as its very own and leav- 
ing to psychiatry the field of mental 
disease. Such a delineation of profes- 
sional functions would not preclude 
psychiatrically oriented psychologists 
from working in mental hospitals or 
psychologically trained psychiatrists 
from dealing with the problems of the 
normal. Subprofessional status is un- 
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desirable because it places the psychol- 
ogist in an inferior position which 
stimulates defensive personality reac- 
tions. One of the principal causes of 
distrust and suspicion between psychol- 
ogists and medically trained personnel 
in the past has been the fact that psy- 
chology has not yet established un- 
equivocal standing as a clinical profes- 
sion and individual psychologists have 
been placed in the unfortunate position 
of having to prove their scientific com- 
petence and respectability. The pro- 
fession should lose no further time in 
determining and publicizing the quali- 
fications for professional recognition as 
clinical psychologist and to set up 


machinery for the regulation of the 


field. 
BG. Be 
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To the Editor: 


May I, as President of the American 
Psychiatric Association, extend to you 
our heartiest congratulations on the 
birth of the new Journal of Clinical 
Psychology and our best wishes for its 
future development. The appearance 
of a new journal in the field of clinical 
psychology indicates the growing inter- 
est in this subject and the increasing 
number of those working in this field. 
It also raises many questions concerning 
the exact limits of the field of clinical 
psychology and the possible overlapping 
of its interest with those of other dis- 
ciplines. It is obvious that psychiatry 
is one of those disciplines which will 
always be closely associated with clinical 
psychology. It is to be hoped that this 
association will always be friendly and 














that the problem of overlapping fields 
can be worked out to the mutual satis- 
faction of both parties. 

A similar problem in the field of psy- 
chiatric social work has been dealt with 
successfully. The American Psychi- 
atric Association and the American 
Association of Psychiatric Social 
Workers both appointed committees 
which met and gradually worked out 
the delicate problems involved. In 
the past, no such relationships have 
existed with the clinical psychologist. 
The result is that many problems have 
come up which require solution. With 
this in mind, as President of the Ameri- 
can Psychiatric Association, I have ap- 
pointed a special committee to study the 
problem of clinical psychology. The 
chairman of this committee is Dr. 
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James F. Plant, whose close association 
with clinical psychologists is such that 
he will be able to bring intelligent under- 
standing and sympathy to any discus- 
sions that may occur. It is my hope 
that the appointment of such a commit- 
tee will afford a chance for free inter- 
change of opinion where both groups 
can express themselves fully and 
frankly. It is by such discussions that 
mutual respect and confidence can be 
built up, and I believe that there are no 
insoluble problems. ; 

Very truly yours, 


Kar M, Bowman, M.D., 
President, 
American Psychiatric Association. 


7 


Undoubtedly it is highly important 
that every effort be made by those of us 
professionally concerned to properly 
relate the interests and activities of the 
clinical psychologist and the neuropsy- 
chiatrist. Whether there should be two 
or more professional groups, or instead 
only one, is a vital question. I hope that 
your journal may prove useful in assur- 
ing wisdom and social mindedness in 
the solution of this and related prob- 
lems of our professions. The matter 
has been very much in my mind ever 
since my period of service as psychol- 
ogist at the Boston Psychopathic Hos- 
pital prior to the World War. Since 
then our situation has been essentially 
altered by the gradual evolution of 
medicine and its transition from an in- 
dividualistic curative function to a 
more constructive and socially profitable 
preventative role. The changes now 
observable suggest the multiplification 
of medical, near-medical and non- 
medical human welfare services rather 
than the inclusion of all in medicine as 
commonly understood. 

PH.D., Connecticut. 
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My chief thought would be that the 
psychologist needs for his field work 
what hospitals are generally not offer- 
ing and what only a few hospitals have 
developed and that is good training and 
supervision. They offer the resources 
of their institutions generously, but 
with the growing fund of scientific — 
material to be covered this is far from: — 
adequate for the training of the psy- 
chologist or psychiatrist. 

M.D., New York. 
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My own view is that they (psychol- 
ogy and psychiatry) are and should be 
cooperating professions on an equal 
level. In some instances, psychologists 
would work under the administrative 
direction of psychiatrists and, in some 
instances, psychiatrists would work 
under the administrative direction of 
psychologists, but, as professions, they 
would be regarded as on an equal plane. — 
I know that many psychiatrists do not — 
share this view, and I feel that that has 
caused a great deal of difficulty. I also 
think that the fact needs to be clearly ~ 
faced that there is a great deal of over- 7 
lapping between the two professions, 
particularly in the area of counselling © 
and psychotherapy, in which I am par- ~ 


ticularly interested. pad. Ohio. 


7 


My only informal and unofficial com- ~ 
ment at this moment is that since psy- 4% 
chology and psychiatry in their broad © 
terms will take on such tremendous ~ 
clinical proportions in the future, we 
will need more and more real students ~ 
in both fields to do research into the © 
fundamentals in order to keep us all 
balanced. . . . It seems that every man ~ 
entering the field of psychology as such ~ 
should be given some well thought out 
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choices before he goes too far in pure 
psychology when he could be combining 
that with preparation for medicine if 
he knew ahead of time what he really 
wanted. When we think of research 
we have to think of who is going to 
pay for it. Will the big foundations in 
the future be able to give the same sort 
of money as previously? If not, re- 
search may receive a setback because 
there will not be the attractive positions 
open in this field. This may mean that 
every community will have to be edu- 
cated to support at least one good re- 
search person in our general field. I 
believe every Community Chest in the 
country should be thinking of these 


tings. M.D., Kentucky. 
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Psychologists and psychiatrists must 
work together and it is desirable that as 
far as possible the field of each should 
be clearly marked out and agreed upon. 
There is, of course, bound to be more 
or less overlapping, but I believe it will 
be better for both clinical psychology 





and psychiatry if we can reach an agree- 
ment as to where the field of each lies. 
M.D., California. 
7 
You are very definitely satisfying a 
need that has existed for some time. I 
hope you can get over the idea that the 
differentiation is not to be made on the 
basis of a degree but on the basis of 
professional competency. There are 
psychiatrists much better in some areas 
of psychometrics than I am and in other 
areas I am much more competent as a 
psychotherapist than are some psychi- 
atrists. 
PH.D., Ohio 
7 


No one more than I gets disturbed 
over the way that we allow the language 
of position, degrees and specialization 
to get in the way of the things that we 
are trying to do with that language. 

M.D., New Jersey. 





(Editor’s note: Let’s have more opinions 


from clinical psychologists. This is your jour- 
nal.) 
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HopkirK, Howarp W. Institutions 
serving children. New York: Rus- 
sell Sage Foundation, 1944. Pp. 
xiv + 244. 


The precarious position of children in 
all parts of the world makes it especially 
appropriate to consider the practical de- 
tails of adequate institutional manage- 
At a time when many institu- 
tions throughout the United States are 
passing through a period of critical 
evaluation caused by disclosures of un- 
healthy conditions and practices, the 








Russell Sage Foundation has published 
this volume which reaffirms the need for 
well-run institutions in modern child 
welfare planning and attempts to out- 
line the basic essentials of adequate 
management. This book has_ been 


written to provide a practical manual 
for public officials, trustees, adminis- 
trators and others who must assume the 
responsibility of providing a home-like 
environment for the dependent and 
neglected children who are one of the 
major problems of our civilization. 












The first part of the book including 
chapters I-IV presents a concise history 
of the development of child-care institu- 
tions in America with emphasis upon 
the gradual transition from asylums and 
orphanages into schools or homes. The 
best of modern institutions are char- 
acterized by a home-like environment 
dedicated to serve the needs of the chil- 
dren rather than the convenience of the 
staff. The immaculate housekeeping 
which characterized the well-run insti- 
tution of a generation ago has been re- 
placed by the spontaneous disorder 
which is inevitable when children are 
allowed to enjoy themselves, i.e., the 
children are given freer use of the plant 
and equipment. It is concluded that the 
needs of selected groups of children are 
well met by adequate institutions when 
the needs of each child are individually 
studied and related to existing facilities 
for education and care. Part two con- 
tains a comprehensive discussion of the 
basic qualifications, training, compen- 
sation, living and working conditions 
for the staff of the well-run institution. 
It is emphasized that the greatest im- 
portance should be placed upon securing 
a well trained and efficient staff earn- 
estly dedicated to the service of the 
children and to make working condi- 
tions so basically satisfying that these 
people will be content to dedicate their 
lives to a work which is emotionally if 
not always financially remunerative. 

Chapters VIII and IX deal with 
matters concerning the organization, 
construction and operation of the insti- 
tution. It is pointed out that many of 
the defects of institutional planning and 
operation are related to the failure to 
utilize the national or regional con- 
sultation services which are readily 
available in applying nationwide expe- 
rience to the needs of the local situation. 


90 ‘BOOK REVIEWS 































In chapters X to XIV will be found ~ 
many valuable suggestions concerning ~ 
the practical details of institutional — 
child care such as health, diet, cloth. — 
ing, education, punishment, religion — 
and recreation. The concluding chap- — 
ter emphasizes the need for continuing 
self-appraisal and periodic surveys 
to make certain that the institution 
is progressively modernizing and im- ~ 
proving its services. It is not always — 
recognized that he who constantly fails 
to improve is actually losing ground, ~ 
i.e., it is not enough to maintain the 7 
status quo however good that may be. 
This book may be sincerely recom- 
mended as a valuable contribution to the 
theory and practice of modern institu- 
tional management. 


SELLING, LowELt S. Synopsis of nev- : 
ropsychiatry. St. Louis: Mosby, ~ 
1944. Pp. 500. 


There has long been need for an ele. @ 
mentary outline of neuropathology and 
clinical neurology which would provide — 
a simple, systematized compendium for ~ 
clinical psychologists and others who — 
require a general orientation to the basic © 
medical sciences. Although a synopsis ~ 
is rarely adequate as a reference text- ~ 
book and usually suffers from the de- | 
fects inherent in oversimplification and ~ 
condensation, it does have the advan- © 
tage of concisely presenting many facts ~ 
in outline form which the beginning © 
student -is not always able to cull from ~ 
the standard reference works. The @ 
most valuable sections of this book are ~ 

included in the first three hundred © 
pages which are devoted to neurology. © 
The basic structure and function of the © 
peripheral nerves, spinal cord, brain © 
stem, cranial nerves, cerebellum, cere- ~ 
brum, meninges and the autonomic ~ 
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nervous system are well presented in a 
succession of easily read chapters. Of 
particular value are the abbreviated out- 
lines for each system and disease organ- 
ized under the headings of definition, 
etiology, pathology, symptomatology 
and differential diagnosis. The special- 
ist will detect a number of controversial 
points in the text but these are incon- 
sequential for the beginner who seeks 
general orientation. 

The chapters on mental disorders are 
not as well organized, particularly in the 
discussions of the basic principles of 
abnormal psychology and psychiatry, 
and seem to be of questionable value as 
“@ a reference text. The beginning stu- 
dent would not have enough back- 
ground information to be able to utilize 





ee ee Te RPE ren ee Bi oe Fas a a 


NEWS 





91 





the abbreviated outlines given for the 
various mental disorders unless given 
simultaneous lectures on the material 
covered. The psychiatric section of the 
book will be of more value to the ad- 
vanced student who wishes to rapidly 
review material which he was once well 
conversant with. In spite of its defects, 
this is the best synopsis of neuropsychi- 
atry which has yet come to this re- 
viewer’s attention. 


(Editor’s note: Psychologists interested in 
reviewing publications in the field of clinical 
psychology are invited to communicate with 
the editorial office.) 


Booxs RECEIVED 


Brown, CArRLTon. Brainstorm. New 
York: Farrar and Rinehart, 1944. 
Pp. 302. ( Psychological novel.) 





NEWS OF CLINICAL PSYCHOLOGY 





Psychologists will be interested in the 
activities of the Mental Hygiene Pro- 
gram of Civilian Public Service. Or- 
ganized originally to integrate and 
advance the activities of units of con- 
scientious objectors stationed at mental 
hospitals and state schools throughout 
the country, the Mental Hygiene pro- 
gram includes a national concerted 
effort to bring about better custodial 
and remedial care for mental patients 
everywhere and to carry on local proj- 
ects contributing to the patients’ welfare. 
monthly publication called The At- 
endant appeared in June, 1944, and has 
ncluded valuable symposia on Self- 
ontrol and Objectivity, the Use of 
Force, Patients’ Leisure Time Activi- 
ies and Patient Restraint. Undoubt- 
edly the care of the mentally ill will be 







































































materially advanced by the intelligent 
and sympathetic work being conducted 
by Civilian Public Service Units. A 
number of significant problems for psy- 
chological research have already been 
suggested. Communications concern- 
ing the program and its publication 
should be addressed to Mr. Pui STEER, 
P. O. Box 6000, Torresdale, Philadel- 
phia, Pa. 


The Menninger Foundation has 
opened a new research building at 
3614 West Sixth Avenue, Topeka, 
Kansas, to carry on its educational pro- 
gram which consists at present of the 
postgraduate training of resident physi- 
cians, nurses, psychologists, therapists 
and psychiatric social workers. The 
foundation was established in 1942 to 
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advance research and teaching in neuro- 
psychiatry and psychology and is en- 
gaged in an interesting research pro- 
gram. 


The shortage of trained psychiatric 
workers has created an unusual oppor- 
tunity for clinical psychologists to par- 
ticipate in the rehabilitation. program of 
the Federal Security Agency. The pro- 
gram for restoring the handicapped to 
useful employment includes psycho- 
therapy as well as vocational counselling 
in a vigorous attempt to rehabilitate the 
whole individual. Clinical psychologists 
who are interested in participating in 
the program should consult the state 
director of vocational rehabilitation 
usually located in the state department 
of education. 


At their annual meetings on Septem- 
ber 11 and 12 in Cleveland, the Ameri- 
can Psychological Association and the 
American Association for Applied Psy- 
chology completed plans for the merger 
to become effective at the Annual Meet- 
ing in 1945. The reorganization plan 
developed by the Joint Constitutional 
Committee and adopted at the respective 
business meetings of both associations 
provides for a divisional organization 
of the enlarged American Psychological 
Association which will give representa- 
tion to all interests in applied psychol- 
ogy. Epwin R. Guturie of the Uni- 
versity of Washington is the new presi- 
dent of the APA for 1944-45. Other 
officers are WILLARD C. OLson, Secre- 
tary; WILLARD L. VALENTINE, Treas- 
urer; and C. M. Louttir, DonaLp G. 
Marguts, Sipney L. Pressey, CARL 
R. Rocers, Ropert H. SEASHORE and 
DaEL WoLFLE, Members of the Coun- 
cil of Directors. 


Dr. Kart M. Bowman, president of 
the American Psychiatric Association, 
has appointed a committee on clinical 
psychology consisting of Dr. James S. 
PLANT, chairman, and Drs. S. EuGENr 
BarrERA, Davin M. Levy, HENry C. 
SCHUMACHER and PauL H. WItcox. 
It is planned that this committee will 
cooperate with similar groups represent- 
ing the APA and AAAP io delineate 
respective fields of operation of the psy- 
chological sciences and to work toward 
increasingly close interprofessional re- 
lations. 


The Maine Department of Health 
and Welfare is organizing a compre- 
hensive statewide mental hygiene pro- 
gram for the prevention and alleviation 
of mental disorder. Information con- 
cerning the possible utilization of clin- 
ical psychologists in this program may 
be obtained from Mr. Harry O. Pace, 
Commissioner, Department of Health 
and Welfare, Augusta, Maine. 


Information concerning possible pro- 
fessional openings for clinical psychol- 
ogists will be regularly published in 
these columns. Prospective employers 
are invited to submit job descriptions 
and specifications in the field of clinical 
psychology. 

The next issue will be devoted to a 
symposium on Military Psychology ~ 
with Lt. Col. Morton A. SEIDEN- © 
FELD, AGD, Chief Clinical Psychol- ~ 
ogist, AUS, as co-editor. It is planned 
that the succeeding issue will include 
a symposium on interprofessional rela- 
tions between clinical psychology and ~ 
education with special emphasis on vo- ~ 
cational guidance and personality coun- 
selling. Manuscripts are solicited 
concerning any of the applications of 
clinical psychology. 








